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Abstract
Thousands of children are maltreated in Aotearoa New Zealand and Australia each year, and
many children are maltreated more than once. Chronic maltreatment can profoundly impact
on  children’s  attachment  capacities,  and  on  their  cognitive,  physical,  and  emotional
development.  This  study  aims  to  explore  how  occupational  therapists  in  Aotearoa  New
Zealand  and  Australia  work  with  children  from  birth  to  12  years  old  who  have  been
maltreated and experience complex trauma. To review the available evidence, 20 materials
about  occupational  therapists’  practice  with  complex  trauma  internationally  were
systematically analysed using the Integrating Theory, Evidence, and Action (ITEA) process.
In response to gaps in the evidence identified, a mixed-methods study which combined a
survey and interviews informed by descriptive phenomenology was conducted. The Model of
Human Occupation was used to ground the study in the occupational therapy paradigm. The
survey  had  25  participants  who  had  all  previously  worked  with  children  experiencing
complex trauma.  Sensory-based and play-based interventions  were  each used by 52% of
participants. A total of 60% of participants reported feeling somewhat prepared for practice
with  complex  trauma.  Supervision,  training  about  intervention,  and  having  someone  to
debrief  with  were  commonly  suggested  practice  supports.  The  interviews  had  eight
participants, and data was analysed using Colaizzi’s seven stage process for the analysis of
descriptive phenomenological data. Themes that emerged from the interviews were: working
systemically, occupational therapy practice with complex trauma, and surviving and thriving
in practice with complex trauma. The findings of the survey and interviews were synthesised
and discussed, and recommendations for practice and research made. 
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Chapter 1: Introduction
Introduction
The aim of this study was to explore how occupational therapists in Aotearoa New
Zealand  and  Australia  work  with  children  from  birth  to  12  years  old  who  have  been
maltreated and experience complex trauma. In this chapter the background and significance
of the study are described, and the structure of the thesis is outlined.  
Background
Child Maltreatment in Aotearoa New Zealand and Australia
While  complex  trauma  takes  place  within  a  range  of  circumstances  including
community violence, traumatic medical interventions (van der Kolk, 2005), and the loss of a
parent (Wraith, 2015), child maltreatment is the focus of this study. According to Bromfield
(2005) and Christoffel et al. (1992) child maltreatment refers to  the non-accidental, intended
or unintended acts or omissions on behalf of an adult or an older adolescent, which is outside
of the norm and poses a risk to the child emotionally or physically (as cited in Australian
Institute of Family Studies, 2012). The categories of child maltreatment applied in this study
are physical abuse, sexual abuse, emotional abuse, neglect (Australian Institute of Family
Studies,  2012;  Ministry  of  Social  Development,  2012),  and  witnessing  family  violence
(Australian Institute of Family Studies, 2012). 
In the year preceding June 2017, a total of 17, 242 children aged 0 to 17 years in
Aotearoa New Zealand were maltreated or at serious risk of maltreatment (Oranga Tamariki,
2018). In Australia, in the year up to June 2016, a total of 60, 989 children aged 0 to 17 years
were maltreated or at serious risk of maltreatment (Australian Institute of Health and Welfare,
2018).  Many  of  these  children  were  maltreated  more  than  once,  as  the  number  of
substantiated reports to child protection were greater than the number of children involved
(Australian Institute of Health and Welfare, 2018; Ministry of Social Development, 2018). 
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Risk  factors  for  child  maltreatment  exist  and  interact  at  the  individual,  parental,
familial, community, and societal levels (Randell, 2017). These include but are not limited to
the child’s temperament and behaviour (Randell, 2017), parents having negative attributions
or unrealistic expectations regarding their child (Randell, 2017; Stith et al., 2009), parental
depression (Milner & Chilamkurti, 1991; Milner & Dopke, 1997), parental substance abuse
(Milner  &  Dopke,  1997),  and  economic  hardship  (Randell,  2017).  Demographic
characteristics such as ethnicity often act as proxies for other risk factors (Randell, 2017). 
In Aotearoa New Zealand Māori children were more than half of all children in out of
home care in 2015 (Child, Youth and Family Services, 2016). The maltreatment of Māori
children  is  likely  related  to  the  effects  of  colonisation,  discriminatory  past  government
policies, and socioeconomic inequalities (Cooper & Wharewera-Mika, 2009). 
In Australia recent figures indicate that children identified as Aboriginal were nearly
seven  times  more  likely  to  have  a  substantiated  report  of  child  maltreatment  than  other
children  (Australian  Institute  of  Health  and  Welfare,  2018).  The  overrepresentation  of
Aboriginal children in child protection statistics is also thought to be related to the impacts of
colonisation (Atkinson, Nelson, Brooks, Atkinson, & Ryan, 2014), and to deleterious policies
including those which authorised the forced removal  of  children from their  communities
(Atkinson  et  al.,  2014).  In  Australia  it  is  also  thought  that  child  protection’s  use  of
assessments  which  are  based  on  western  expectations  of  child-parent  relationships  have
negatively contributed to the removal of Aboriginal children from their communities (Yeo,
2003). 
Because children who identify as Māori or Aboriginal children are overrepresented in
child  protection  systems,  one  of  this  study’s  sub-questions  regards  the  practice  of
occupational  therapists  with  children  who  identify  as  Māori  or  Aboriginal  and  who
experience  complex trauma.  The emphasis  put  on cross-cultural  practice with Māori  and
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Aboriginal children in this study is not intended to undermine the importance of intercultural
practice.  Both  Aotearoa  New Zealand (Hayward,  2019)  and Australia  (Soutphommasane,
2016) are home to families from many cultures. Furthermore, Australia is recognised by its
federal government as a multicultural country (Soutphommasane, 2016).  The intention of
focussing on practice with children and families who identify as Māori or Aboriginal is rather
intended to promote equitable health and social outcomes for two populations of people who
are overrepresented within child protection systems. 
To discuss practices that may promote more equitable health and social outcomes, the
term ‘cultural  safety’ is  used.  Cultural  safety  is  a  concept  from the  nursing  literature  in
Aotearoa  New Zealand  that  has  been  applied  in  other  countries  (Jones,  2017)  including
Australia  (McGough,  Wynaden,  &  Wright,  2018).  Cultural  safety  requires  health
professionals  to  reflectively  engage  with  clients’ cultural,  religious,  socio-economic  and
historical realities, and provide services which are “regardful of” rather than “regardless of”
clients’ uniqueness (Jones, 2017, p.9) 
Children from all backgrounds, who have been chronically maltreated, may have a
range of developmental and psychological challenges (van der Kolk, 2005). These challenges
are captured by the construct of complex trauma (van der Kolk,  2005).  Complex trauma
refers to: 
The  experience  of  multiple,  chronic,  and  prolonged,  developmentally  adverse
traumatic events, most often of an interpersonal nature (e.g. sexual or physical abuse,
war, community violence) and early-life onset. These exposures often occur within
the care giving system and include physical, emotional, and educational neglect and
child maltreatment (Cook et al., 2005, p. 390).  
As complex trauma is not included in the Diagnostic and Statistical Manual of Mental
Disorders 5th edition (American Psychiatric Association, 2013) children may have a range of
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other conditions diagnosed such as separation anxiety disorder, oppositional defiant disorder,
phobic disorders, post traumatic stress disorder, and attention deficit/ hyperactivity disorder
(van der Kolk, 2005). 
To  address  such  diagnostic  inaccuracies,  Dr  Bessell  van  der  Kolk  (2015)  and
colleagues proposed diagnostic criterion for developmental trauma disorder (van der Kolk,
2015). van der Kolk is a psychiatrist who has devoted his career to researching trauma, and
translating neuroscience and attachment research to develop effective treatments (“Bessel van
der  Kolk  M.  D.”,  2018).  The  criterion  for  developmental  trauma  disorder  captures  the
exposures and impacts of complex trauma (van der Kolk, 2015). However developmental
trauma disorder is yet to be recognised within diagnostic criteria (van der Kolk, 2015). Other
terms used for complex trauma include complex posttraumatic  stress  (Kaiser,  Gillette,  &
Spinazzola, 2010) and chronic posttraumatic stress (Ford & Kidd, 1998). 
Complex trauma is experienced by individuals, within communities, and in families
(Atkinson et al., 2014). If unresolved, complex trauma may transmit to the next generation,
perpetuating further maltreatment (Atkinson et al., 2014). Trauma can embed in the collective
memory of a community, and transmit intergenerationally through cumulative emotional and
psychological wounds (Atkinson, 2013). In one study the progression of child sex abuse,
family violence, and family breakdown, was traced back six generations within Aboriginal
families to the events of colonisation (Atkinson et al., 2014). 
It is also thought that when caregivers have unresolved maltreatment experiences, this
can  impact  on  their  and  their  child’s  internal  representations  of  the  caregiver-child
relationship (Furber, Amos, Segal, & Kasprzak, 2013). This may predispose the caregiver to
maltreating the child (Furber et  al.,  2013).  The impacts of complex trauma on children’s
attachment, and on their emotional, cognitive, and physical development is now described. 
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Impacts of Complex Trauma on Child Development
Impact on attachment.
 Attachment  refers  to  the  enduring  emotional  bond  between  an  infant  and  their
caregiver  (Perry,  2001).  Attachment  can occur  within a parent-child  pair  (Berk,  2007) or
within a network of caregivers, as in Aboriginal (Yeo, 2003) and Māori (Penehira & Doherty,
2013)  communities.  The  quality  of  attachment  varies.  Some  children  experience  secure
attachment, and are sure of their caregivers love and protection (Berk, 2007). Others have an
insecure  attachment  where  they  feel  anxious,  uncertain  or  confused  in  regards  to  the
relationship (Berk, 2007). 
Friedrich  (2002)  reported  that  80%  of  children  who  are  maltreated  develop  an
insecure  attachment  (as  cited  by  Cook  et  al.,  2005).  Feeling  unable  to  depend  on  their
caregiver to meet their needs, insecurely attached children become distressed more easily and
may not relate well to others (Cook et al., 2005). Insecure attachment can contribute to many
other developmental difficulties inherent to complex trauma (Cook et al., 2005). 
Impact on emotional development. 
Children with complex trauma may find it difficult to regulate their emotions (van der
Kolk  et  al.,  2009).  In  a  study  testing  the  diagnostic  criterion  for  developmental  trauma
disorder,  214  children  aged  3  to  17  years  old,  who  met  the  exposure  criterion  for
developmental  trauma disorder,  were significantly more likely than other trauma exposed
children to meet criteria for difficulty tolerating extreme affective states, maladaptive self-
soothing, reactive aggression, and impaired empathic arousal (Stolbach et al.,  2013). One
theory is that self-regulation develops when children’s emotions are consistently regulated by
caregivers (Schore,  2001).  It  is  further  hypothesised  that  children  with poor  attachment
experiences may not have the neurological organisation necessary  to regulate  and manage
their emotions (Schore, 2001). 
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Impact on cognitive development. 
Early experiences of maltreatment and trauma may impact on the organisation and
functioning of the developing brain (Perry, 2006). A study conducted in the United States of
America analysed Magnetic Resonance Images of the brains of 19 children who had been
hospitalised after maltreatment. Of these children, two were found to have mild brain atrophy
including atrophy of  the  frontal,  temporal,  and parietal  regions,  and the corpus callosum
(Prasad, Kramar, & Ewing-Cobbs, 2005).
The brain’s prefrontal  cortex is  thought  to be particularly vulnerable to  childhood
trauma (Wilson,  Hansen & Li,  2011).  The prefrontal  cortex  contributes  to  attention,  and
executive functions  including motivation,  planning,  and self-regulation (Toglia,  Golisz,  &
Goverover, 2009). In a study conducted by Beers and DeBellis (2002) in the United States of
America, 14 maltreated children performed more poorly on measures of attention, abstract
reasoning, and executive functioning than 15 socio-demographically matched children who
had not been maltreated.
Impact on physical development. 
Complex  trauma  is  thought  to  impact  on  children’s  motor  skills  including  motor
coordination, balance, body tone,  proprioception, and integrating the two sides of the body
(Streek-Fischer & van der Kolk, 2000). In the study of 19 children who had been hospitalised
after maltreatment, these children performed significantly worse on standardised measures of
motor function than 36 children who had been hospitalised but not maltreated (Prasad et al.,
2005). 
Adverse childhood experiences including maltreatment are also thought to impact on
the developing  immune and hormonal  systems,  making children more vulnerable to  later
health problems (Burke Harris, 2014; Center for Youth Wellness, 2013).  In a series of studies
completed  by  the  Centre  for  Disease  Control  and  Prevention  (2016)  a  range  of  health
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difficulties such as autoimmune disorders (Dube et al., 2009), ischemic heart disease (Dong
et al., 2004) and frequent headaches (Anda, Tietjen, Schulman, Felitti, & Croft, 2010), were
more common in adults who had adverse childhood experiences such as maltreatment.
Practices Used to Address Complex Trauma
Evidence Based Practice
In evidence based practice, the best available research  is applied to health  practice
with consideration to the values and circumstances of  clients (Amaya-Jackson & DeRosa,
2007).  Examples  of  evidence  based  practices  used  with  children  experiencing  complex
trauma are  outlined  in  Table  1.1.,  and  include Trauma-  Focussed Cognitive  Behavioural
Therapy  (de  Arellano  et  al.,  2014);  Child  Parent  Psychotherapy  (Schneider,  Grilli,  &
Schneider, 2013), and Trauma Systems Therapy (Saxe, Ellis, Fogler, & Navalta, 2012). 
While Trauma Focussed Cognitive Behavioural Therapy is supported by a number of
empirical research studies  (de Arellano et al., 2014),  the research  routinely excludes client
experiences that commonly co-exist with complex trauma, such as having a mentally unwell
or  substance  abusing  caregiver  (Burke  Harris,  2014;  Center  for  Youth  Wellness,  2013;
Randell, 2017), or experiencing a developmental delay or diagnosed condition (van der Kolk,
2005). It can be observed Child Parent Psychotherapy (Schneider, Grilli, & Schneider, 2013),
and  Trauma  Systems  Therapy  (Saxe,  Ellis,  Fogler,  &  Navalta,  2012) both  address  how
caregivers  respond  to  their  children.  This  perhaps  suggests  the  importance  of  suitable
caregiving practices for the healing of children who experience complex trauma. 
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Table 1.1
Evidence Based Practices for Complex Trauma






and exposure therapy for trauma
and related issues (de Arellano et
al., 2014).
           10 randomized controlled trials (RCTs):  
 decreased post-traumatic stress symptoms
 decreased depression 
 decreased child behavior problems
 improved parenting practices (de Arellano et al., 2014). 
 Research routinely excludes: children with mentally unwell or 
substance abusing caregivers; children demonstrating psychosis, 
violence, substance abuse; children with developmental delays 
and pervasive conditions (de Arellano et al., 2014). There are no 
studies where child care occurs within a network of caregivers or 





relationship to support attachment,
emotional regulation, child’s sense
of safety, and everyday child
functioning (Substance Abuse and
Mental Health Services
Administration, 2014). Used within
maltreating families.
            3 RCTs: 
 decreased child behaviour problems (National Child Traumatic 
Stress Network [NCTSN], 2012; Schneider et al., 2013)
 decreased post traumatic stress disorder (PTSD) symptoms 
(NCTSN, 2012; Schneider et al., 2013)
  increased attachment security (Schneider et al., 2013), 
 decreased maternal avoidant PTSD symptoms and depression 
(NCTSN, 2012; Schneider et al., 2013). 
 positive outcomes for children’s internal representations of self 
and mother, and children’s expectations of mother-child 
relationship (Toth, Maughan, Manly, Spagnola, & Cicchetti, 
2002). 
Practice Description Evidence base
Trauma Systems
Therapy (TST)
After assessment of dysregulation
and social environment, treatment
addresses limited number of issues
prioritised by family. Strategies
implemented with multidisciplinary
team and in partnership with
community (Saxe et al., 2012).
            RCT: 
 90% of clients retained at 3 month review compared to 10% of 
clients in treatment as usual (Saxe, Ellis, Fogler, & Navalta,  
2012).
              Open study: 
 effective for addressing traumatic stress and family/ school 
related problems (Saxe et al., 2005). 
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Occupational Therapy
Occupational therapy emerged in the early 20th century as a holistic health profession
which used motivating activities to rehabilitate psychological and physical health (Gordon,
2009).  Early  occupational  therapists  focussed  on  occupation  as  a  point  of  leverage  for
regaining  wellbeing  and  preventing  demoralisation  (Kielhofner  &  Burke,  1983).  The
emphasis placed on the holistic benefits of occupation was somewhat lost in the late 1940’s
with  the  rise  of  the  medical  model  (Gordon,  2009).  The  profession  turned  its  focus  to
addressing  the  underlying  impairments  experienced by individuals  instead  (Kielhofner  &
Burke, 1983). A return to occupation as the uniting purpose of the profession ensued from the
1960’s (Gordon, 2009), and by the 1980’s a new paradigm had emerged which re-enstated
occupation as the core construct of occupational therapy (Kielhofner & Burke, 1983). Since
the  re-emergence  of  occupation  as  the  focal  point  of  occupational  therapy,  numerous
definitions of occupation have been posited. A recent definition of occupation is “the doing of
work, play, or activities of daily living within a temporal, physical, and sociocultural context”
(Taylor & Kielhofner, 2017, p.6). 
Occupational therapists use a range of skills to enable people to choose, organise, and
engage in life occupations that are meaningful or necessary for them (Townsend et al., 2007).
These occupations include Activities of Daily Living such as bathing, eating, and house work
(see Appendix A for definition); play activities, which are carried out for their own sake; and
productive activities which include paid and unpaid work (Taylor & Kielhofner, 2017). When
working with children, occupational therapists’ focus may include personal care and hygiene
tasks, children’s engagement at school, their social activities, and their play (Case-Smith &
O’Brien, 2014). 
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Clinical reasoning in occupational therapy
To select  the  appropriate  interventions  to  use  with  clients,  occupational  therapists
apply clinical reasoning. Clinical reasoning is a multi-faceted, cognitively complex process
which involves layers of thought, evidence, and experience (Haas, 2014). It is the process by
which  occupational  therapists  plan,  direct,  and  reflect  on  their  service  provision,  and  is
usually done quickly as they work (Boyt Schell, 2009).  
Clinical  reasoning  enables  occupational  therapists  to  understand  clients,  and  their
occupational  strengths  and  challenges,  from  multiple  perspectives  (Boyt  Schell,  2009).
Experienced occupational therapists shift between different modes of clinical reasoning, for
example considering what they know about the client’s life story, what they have learned
from  their  interactions  with  the  client,  what  the  pragmatic  realities  of  the  clients’
circumstances  are,  what  is  most  ethical  to  do  in  a  given  situation,  and  what  they  must
consider  in  regards  to  the  client’s  diagnosed  condition  or  disability  (Haas,  2014).  The
outcome of clinical reasoning is for the occupational therapist to select interventions, which
best  suit  the  client,  with  respect  to  what  is  possible  and  ethical  within  the  practice
environment (Boyt Schell, 2009). 
Sensory-based practices within occupational therapy
Occupational therapists have used sensory-based practices for over 40 years since Dr
A. Jean Ayres pioneered Sensory Integration as  an assessment  and intervention approach
(Samayan, Dhanavenden, & Nachiketa, 2015).  Ayres used sensory-motor play to facilitate
integrated  processing  of  the  senses  and  support  children’s  learning,  visual  perception,
auditory perception and physical skills (Smith-Roley & Essie Jacobs, 2009). Ayres original
Sensory  Integration  theory  has  since  been  developed  and  applied  in  various  ways  by
occupational therapists (Dunn, 1997; Champagne, 2003). Occupational therapists now also
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use  sensory-based practices within  treatments  for  complex  trauma  with  children  and
adolescents. 
Occupational therapist Jane Koomar joined with a group of psychotherapists to create
Sensory Motor Arousal Regulation Treatment (SMART)  (Warner, Koomar, Lary,  & Cook,
2013).  This  is  an  approach  which  uses sensory  modulation  strategies  within talk-based
therapy for latency aged children and adolescents who experience complex trauma (Warner et
al.,  2013).  In a quasi-experimental pilot  study using a matched control group (n=21),  10
trauma-exposed  adolescents  aged  between  12  and  22  years  demonstrated  significant
reductions  in  internalising  symptoms,  somatic  complaints,  and on anxious  and depressed
subscales in comparison to treatment as usual within residential care  (Warner, Spinazzola,
Westcott, Gunn & Hodgon, 2014). A trend approaching significance was also found on the
overarousal scale of the Posttraumatic Stress Disorder Reaction Index (Warner et al., 2014).
Limitations of this study include that the treatment group was not randomised, and that the
sample was too small to control for the nature of traumatic events which participants had
experienced. 
Jane Koomar also created the Sensory Attunement Focused Environments Playfulness
Love Acceptance Curiosity Empathy (SAFE PLACE) approach with Psychologist Dr Dan
Hughes  (Koomar, 2012). SAFE PLACE  combines Ayres Sensory Integration with  Dyadic
Developmental Psychotherapy, which is an attachment-focussed treatment (Koomar, 2012). A
similar approach is  Sensory Attachment Intervention  which was developed by occupational
therapist Eodaoin Bhreathnach (2008, 2009). Sensory Attachment Intervention (Bhreathnach,
2009) combines Ayres Sensory Integration (Ayres, 1975), with Crittenden’s (2008) Dynamic-
Maturational Model of attachment and adaptation (as cited in Farnfield, Hautamaki, Norbech,
&  Sahhar,  2010). Empirical  research  about  SAFE  PLACE  and  Sensory  Attachment
Intervention is not available for review.
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In the present study, sensory-based practices is the overarching term used for Ayres
Sensory  Integration,  Sensory  Integration  therapy  based  on  Ayres  Sensory  Integration,
sensory-motor  play  for  integrated  sensory  processing  or  self-regulation,  sensory
desensitisation strategies (e.g. to reduce tactile defensiveness), sensory modulation strategies
(including  Sensory  Diets,  sensory  tools,  sensory  kits  or  carts,  and  sensory  rooms),  and
sensory-based practices which are not further specified. Each of these practices may be also
referred  to  separately.  Definitions  for  the  sensory-based  practices  used  in  occupational
therapy are in Appendix A. 
In general,  sensory-based practices that attempt to  improve sensory processing,  or
other performance components, so that children can better engage in their life occupations
would be considered bottom-up approaches. Sensory modulation strategies that are top-down
may be considered as those with the goal of helping the child adapt to the environments in
which they are required to live, learn, and play. 
Rationale for Study
Internationally, there is evidence that occupational therapists work with children who
experience  complex  trauma,  and are  using  sensory-based  practices  (Warner  et  al.,  2014;
Koomar, 2012; Warner et al., 2013). However the literature does not articulate the practices
of occupational therapists in Aotearoa New Zealand or Australia. This presents a barrier for
occupational therapists in Aotearoa New Zealand and Australia who want to know how to
work with children who have been maltreated and experience complex trauma. This also
provides  no foundation for research on the efficacy of practices being used locally.  As a
foundation for future practice, and research regarding occupational therapy with children who
experience complex trauma in Aotearoa New Zealand and Australia, the author sought to
address the following research questions.
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Research question.
How do occupational therapists in Aotearoa New Zealand and Australia work with
children  from birth  to  12  years  old  who  have  been  maltreated  and  experience  complex
trauma? 
Research sub-questions. 
What is the profile of occupational therapists who work with children who have been
maltreated and experience complex trauma? 
What are the clinical practices they use?
What is their clinical reasoning for the practices they use?
How do occupational therapists ensure cultural safety when working with children
who are Māori or identify as Aboriginal and who experience complex trauma?
What support do occupational therapists suggest for occupational therapists working
with children who experience complex trauma?
Study Significance
Occupational therapists may contribute to addressing the range of developmental and
psychological challenges that children who experience complex trauma can demonstrate (van
der Kolk, 2005), as they already work with children who experience developmental (Rodger,
Brown, & Brown, 2005) and mental health challenges (Lougher, Hutton, Guest, & Evans,
2008). In addition, occupational therapists could uniquely contribute practices that address
the occupational impacts of complex trauma, including potential impacts on children’s play,
rest, Activities of Daily Living, and school activities. 
Structure of Thesis
After this introductory chapter, the thesis continues in Chapter Two with a review of
the available materials about occupational therapists’ practice with children who experience
complex trauma internationally. In response to gaps in the research identified in the review,
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the methods for the study are outlined in Chapter Three. In Chapter Four the findings of a
survey are presented. The survey was conducted to gain a profile of occupational therapists in
Aotearoa New Zealand and Australia who work with children who have been maltreated and
experience complex trauma. To add to the survey data, rich data about the clinical practices of
participants from eight phenomenological interviews are presented in Chapter Five. Finally in
Chapter Six the survey and interview findings are synthesised and discussed to answer the
research questions. 
Conclusion
This  chapter  described  the  background  of  this  study,  which  explored  how
occupational therapists in Aotearoa New Zealand and Australia work with children from birth
to 12 years who have been maltreated and experience complex trauma. The background of
the study included a definition of child maltreatment, information about child maltreatment in
Aotearoa New Zealand and Australia, a definition of complex trauma, a description of the
impacts  of  complex  trauma on child  development,  and  examples  of  evidence  based  and
occupational therapy practices used. The rationale for the study, the research questions, and
the potential significance of the study were also outlined. The next chapter will describe a
review of the available materials about how occupational therapists work with children who
experience complex trauma internationally. This review is systematically completed using the
Integrating Theory Evidence and Action (ITEA) process (Hitch, Pepin, & Stagnitti, 2014). 
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Chapter 2: Literature Review
Introduction
Chapter  One  introduced  this  study,  which  explored  how  occupational  therapists  in
Aotearoa New Zealand and Australia work with children from birth to 12 years old  who have
been  maltreated  and experience  complex trauma.  This  chapter  describes  a  review of  the
internationally available materials about how occupational therapists work with children who
have  been  maltreated  and  experience  complex  trauma.  The  materials  are  systematically
analysed using the Integrating Theory, Evidence, and Action (ITEA) process (Hitch et al.,
2014). The ITEA process is conducted to answer a question from clinical practice, and does
this by analysing diverse forms of evidence within the framework of a chosen theoretical
model (Hitch et al., 2014). The ITEA process was selected because its inclusion of materials
which use diverse methodologies (Hitch et al., 2014), aligns with the characteristics of the
internationally  available  materials  about  occupational  therapists’  practice  with  complex
trauma. The ITEA process was also selected because its incorporation of a theoretical model
(Hitch et al., 2014), was anticipated to ground the analysis within the occupational therapy
paradigm. The seven steps of the ITEA process are now described. 
The ITEA Process 
The ITEA process (Hitch et  al.,  2014) involves seven steps,  which are:  1) defining a
clinical question from practice; 2) choosing a suitable theoretical model to frame the analysis;
3) identifying the types of evidence to be included and search parameters; 4) deconstructing
and classifying the evidence using the tenants of the chosen theoretical model; 5) analysing
the  rigour  of  the  evidence  for  each  material,  and  within  each  theoretical  tenant;  6)
reconstructing  the  evidence  as  an  evidence  statement  using  the  theoretical  model  as  a
framework; and 7) identifying how the evidence statement can be used in practice, education,
and research. 
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The steps of the ITEA process are cyclic, with the transfer and utilisation of evidence
potentially leading to new clinical questions. Figure 2.1 provides an overview of the ITEA
process, and demonstrates its cyclic nature (Hitch et al., 2014). 
Figure 2.1. The ITEA Process (Hitch et al., 2014)
In step 1 of the ITEA process a clear, concise clinical question is formed (Hitch et al.,
2014). The clinical question is a query that has arisen from practice, and must have some
relevance to practice going forwards (Hitch et al., 2014). 
Then in step 2 a suitable theoretical model to guide and frame the process is selected
(Hitch et al., 2014). As the tenants of the this theoretical model will later be used to classify
the content of the materials, and to structure the written results of the analysis, the theoretical
model can be selected based on whether it is able to capture data that will help answer the
clinical question (e.g. Hitch et al., 2014). 
Step 3 involves defining which types of materials will be included in the review, and
the search parameters (Hitch et al., 2014). Materials from any source, and which use diverse
methods  may  be  included,  as  the  ITEA process  offers  epistemological  amnesty  on  the
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condition that materials are closely reviewed and critiqued (Hitch et al., 2014). Based on the
search parameters, materials are then identified. 
In step 4 the content of the materials are classified into the tenants of the chosen
theoretical model (Hitch et al., 2014). The deconstruction and classification of the materials’
content has been achieved in various ways in previous ITEA process’ (Hitch et al., 2014;
Hitch & Nicola-Richmond,  2016;  Steel & Layton, 2016).  This  review used the approach
taken by Hitch and Nicola-Richmond (2016) where each material was re-read several times,
and content extracted verbatim if it  addressed any of the theoretical model’s tenants. The
exacted  content  was  then  placed  in  an  Excel  spreadsheet,  with  different  pages  for  each
theoretical tenant. 
In step 5 each material is critically analysed (Hitch et al., 2014). In this review the
materials were appraised using the Joanna Briggs Institute’s critical appraisal tools (Joanna
Briggs Institute, 2018a). However to provide clarity regarding the rigour of each material, the
National Health and Medical Research Council (1999) levels of evidence were also applied.
In step 5, the extracted content is also evaluated for rigour within each theoretical tenant
(Hitch et al., 2014). In this review the content within each theoretical tenant was evaluated by
weighting the content based on the types of materials the content had been sourced from. 
In  step  6  the  analysed  data  are  synthesised  into  an  evidence  statement,  which  is
structured using the chosen theoretical model (Hitch et al., 2014). To achieve this, data is
usually  put through a process of correlation,  consolidation,  and comparison (Hitch et  al.,
2014). Correlation involves identifying instances where both qualitative and quantitative data
pertain  to  a  particular  aspect  of  the  theoretical  model,  while  consolidation  involves
combining  research  and  non-research  data  coincide  to  offer  stronger  descriptions  of  the
subject matter. Finally all data are compared irrespective of their sources (Hitch et al., 2014).
Due to a lack of research and quantitative materials in this review, extracted data were only
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subject to the process of comparison. The comparison of data resulted in the identification of
themes and contrasting perspectives. 
Finally in step 7 of the ITEA process, ways in which the evidence statement can be
used in practice and further research are identified.  The ITEA process does not outline a
method for limiting the influence of the reviewer’s own clinical experiences on the review
process.  To  ensure  the  rigour  of  the  analytical  process,  the  ITEA process’ methods  and
emerging findings were subject to regular peer review by the researcher’s supervisors.   
Step 1: Clinical Question
The clinical question defined in step 1 was “how do occupational therapists work with
children  from birth  to  12  years  old  who  have  been  maltreated  and  experience  complex
trauma?” The clinical question centred on occupational therapists, rather than the experiences
of children with complex trauma, as the phenomena of interest was occupational therapists’
practice. While this review precedes an Aotearoa New Zealand and Australia-based study, the
clinical question for the ITEA process was worded to include international materials to ensure
a comprehensive understanding of the existing evidence.
 Step 2: Theoretical Model
The  theoretical  model  chosen  to  frame  the  analysis  was  the  Model  of  Human
Occupation (Taylor & Kielhofner, 2017). The Model of Human Occupation bases its theory
on  the  assumptions  that  humans  have  an  innate  drive  towards  engaging  in  occupations
(Berlyne, 1960; Florey, 1969; McClelland, 1961; Reilly, 1962; Shibutani, 1968; Smith, 1969;
White, 1959), that they have the physical and mental capacities to engage in occupations, and
that they have an awareness of their capacity to act (DeCharms, 1968) (as cited in Yamada,
Taylor, & Kielhofner, 2017). 
The  model  seeks  to  explain  exactly  how  humans  select,  pattern,  and  perform
occupations,  by addressing  three  aspects  of  human occupation:  volition,  habituation,  and
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performance capacities  (Yamada et  al.,  2017).  Volition  refers  to  people’s  motivations  for
occupation  (Yamada  et  al.,  2017).  Habituation  refers  to  how  people  organise  their
occupations into habits and routines (Yamada et al., 2017). Finally, performance capacities
are the underlying physical and mental functions used to support occupational performance
(Yamada et al., 2017). 
Both volition and habituation have sub-descriptors. The sub-descriptors for volition
are  personal  causation,  values,  and interests  (Yamada et  al.,  2017).  Personal  causation is
people’s  sense  of  their  abilities  and  effectiveness,  while  values  refer  to  what  they  find
meaningful or important to do (Yamada et al., 2017). People’s interests are what people they
find  satisfying  or  enjoyable  to  engage  in  (Yamada  et  al.,  2017).  The sub-descriptors  for
habituation  are  people’s  internalised  roles  and  their  habits  (Yamada  et  al.,  2017).  An
internalised role describes a socially or personally defined status and its related attitudes and
behaviours (Yamada et al., 2017). People’s habits are the consistent ways they act in familiar
contexts (Yamada et al., 2017). 
The Model of Human Occupation recognises that all occupational performance occurs
within  multi-layered  physical  and sociocultural  environments  (Yamada et  al.,  2017).  The
environment encompasses the objects people use; the spaces in which they act; the tasks and
occupations available, expected, or required; the social groups encountered; the influence of
culture and sub-cultures; and social, political, and economic factors (Yamada et al., 2017).
Occupational performance is thought to be influenced and given meaning to by contextual
factors (Yamada et al., 2017).  The way in which the environment supports, constrains, put
demands on,  or  provides  opportunities  for  occupation,  is  examined as  the  environmental
impacts on occupation (Yamada et al., 2017). 
The Model of Human Occupation was developed to guide occupational therapists’
thinking about the therapy process when working with clients (Kielhofner, Forsyth, Kramer,
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Melton,  & Dobson,  2009).  In  this  study,  the  Model  of  Human  Occupation  was  used  to
understand  occupational  therapists’  performance  of  occupational  therapy  practice  with
children who experience complex trauma with occupational therapy practice recognised as an
occupation  in  itself.  Applying  the  Model  of  Human  Occupation  to  the  practice  of
occupational  therapists  in  this  study,  rather  than  to  clients,  is  admittedly  unconventional.
However the Model of Human Occupation was found suitable by the researcher to ground the
ITEA process in the occupational therapy paradigm. 
The Model of Human Occupation was chosen as it  could be used to examine the
intricacies  of  occupational  therapists’ intrapersonal  processes  as  they  work with complex
trauma,  and  to  gain  insight  about  how  they  relate  to  their  practice  environments.  The
construct  of  volition  was  found suitable  to  frame an  analysis  of  occupational  therapists’
clinical  reasoning  and  their  self  reflections  as  they  choose  particular  clinical  practices.
Volition’s sub-concept of personal causation was interpreted as relevant to examining how
equipped occupational therapists feel for working with complex trauma, and what additional
supports  they would like.  Finally,  the concept  of  habituation seemed ideal  for  describing
occupational therapists’ habits of practice as they work with complex trauma, and how they
perceive their professional role with complex trauma. 
Because the construct of performance components usually refers to the underlying 
mental and physical abilities for occupational performance, this construct was interpreted 
more broadly and used to consider occupational therapists’ professional training and skills for
working with complex trauma. Figure 2.2 depicts the researcher’s interpretation of the Model 
of Human Occupation as applied to occupational therapy practice. 
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Step 3: Identify Evidence
In step 3 of the ITEA process, the types of evidence to be included in the review are
identified  and search  parameters  are  set  (Hitch  et  al.,  2014).  Based on these  parameters
suitable materials for deconstruction are identified (Hitch et al., 2014). The types of evidence
included in this review were journal articles using qualitative, quantitative, or mixed-methods
approaches; and non-research materials  including conference proceedings,  opinion pieces,
case examples, descriptions of practice, conceptual articles, and presentations. Non-research
evidence was accepted to capture knowledge from less formal avenues of sharing information
utilised by occupational therapists within this emerging area of practice. 
Inclusion  criteria  were  materials  that  contained  data  about  occupational  therapy
practice with children from birth to 12 years old who had been maltreated. Maltreatment was
defined as physical, sexual, or emotional abuse, neglect, or witnessing family violence. The
data must have been published between 2010 and 2017 to be recent. The data must have been
written or translated into English, as no resources were available for translating non-English
materials. To ensure that data were focussed on occupational therapy practice, the material
had to be authored by an occupational therapist, or refer to an occupational therapist, or refer
to  occupational  therapy.  Materials  about  trauma  following  single  traumatic  events  were
excluded, as this study focuses on complex trauma. 
To identify suitable materials for deconstruction the researcher ran key word searches
across data bases on the EBSCOhost platform including Academic Search Complete, AMED,
PsycARTICLES,  PsycBOOKS,  CINAHL  Complete,  e-book  collection,  e-journals,
Healthsource:  Nursing/Academic  Collection,  MEDLINE  Complete,  Psychology  &
Behavioural  Sciences  Collection,  PsycINFO,  SocINDEX with  full  text,  and  Social  Work
Abstracts. In four of the 40 searches of the EBSCO Host platform, all available databases
were  searched.  Key  word  searches  were  also  conducted  within  the  SCOPUS  database,
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Google  Scholar,  and  the  Deakin  Library  catalogue.  Key words  used  in  the  search  (with
truncations)  were  “occupational  therap*”,  maltreat*,  child*,  infant*,  bab*,  toddler*,
newborn*,  trauma*,  “toxic  stress*”,  “complex trauma*”,  rape*,  “domestic  violence”,  and
“foster  care”.  Tables  of  EBSCO  Host,  SCOPUS,  Google  Scholar,  and  Deakin  Library
catalogue searches are in Appendix B. Google Scholar alerts were set, and received between
January  2017  and  January  2018,  to  identify  previously  unidentified  or  newly  published
materials  with  the  key  words  “occupational  therapist”  OR  “occupational  therapy”  AND
“child” AND abuse OR maltreatment in the titles or abstracts. 
Websites the researcher identified as relevant were also scanned for suitable materials.
These were the websites for the  American Occupational Therapy Association (2018),  the
Australian  Childhood  Foundation  (2017),  the  Brainwave  Trust  (2015),  the  Canadian
Association  of  Occupational  Therapists,  (2018),  the  Child  Trauma  Academy  (2018),
Occupational Therapy Australia (2018),  OT-innovations (2016),  and  the Royal College of
Occupational Therapists (2018). Finally, the reference lists of all included materials were read
to identify further suitable materials. 
From this search 214 materials were identified. Because this was too many to review
within  the  scope  of  this  study,  further  exclusion  criteria  were  applied.  Further  exclusion
criteria were materials that referred to an occupational therapist or occupational therapy, but
did not describe how the occupational therapy practices were used.  These materials  were
excluded as they provided an insufficient depth of data about occupational therapy practice to
analyse.  Also excluded were materials  that referred to children who were or had been in
orphanage care. These materials were excluded to refine the focus of data to maltreatment
and  childcare  experiences  that  are  typical  in  developed  countries  such  as  Aotearoa  New
Zealand and Australia. 
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 Once  further  exclusion  criteria  were  applied  20  materials were  identified  for
deconstruction.  Table  2.1  provides  an  overview  of  the  search  parameters  and  Table  2.2
provides  an  overview  of  the  identified  materials.  It  was  not  feasible  due  to  financial
constraints to include webinars in this study, however it is worth noting that several relevant
webinars  exist  (Child  Trauma  Academy,  2014;  Marti  Smith  Seminars,  2018;  Spiral
Foundation, 2012; Spiral Foundation, 2017). 
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Table 2.1
Search Parameters
Platforms Searched Search Terms Inclusion and Exclusion Criteria Evidence Included
EBSCO Host:
    Acedemic Search Complete
    AMED
    PsycARTICLES
    PsycBOOKS
    CINAHL Complete
    e-book collection
    e-journals
    Healthsource
    Nursing/Academic   Collection
    MEDLINE Complete
    Psychology & Behavioural Sciences Collection
    PsycINFO
    SocINDEX with full text




















    Published 2010-2017
    English language 
    Occupational therapist as author or  description of 
occupational therapy practice
   Regarding children aged 0-12 years
   Child maltreatment
       physical abuse
       sexual abuse
       emotional abuse
       neglect
       witness domestic violence
    
Exclusion criteria:
   Single-event trauma
  Description of occupational therapy  practice with 
insufficient depth for analysis
    Orphanage care
    FASD 
Journal articles:
   Qualitative
   Quantitative
   Mixed-methods
Non-research data:
   Conference proceedings
   Opinion pieces
   Case examples
   Descriptions 
of practice
Conceptual materials
   Presentations
Google Scholar alerts
Alert issued January 2017- January 2018
 “occupational therapist”




As above As above
Websites:
    Brainwave Trust
    Australian Childhood Foundation
    Child Trauma Academy
    SPIRAL Foundation
    OT-innovations
     OTNZ-WNA
    Occupational Therapy Australia
    Canadian Association of Occupational Therapists
    The Royal College of Occupational Therapists
   American Occupational Therapy Association
NA, website scanned for 
suitable evidence
As above As above
Note: FASD= Foetal Alcohol Spectrum Disorder; OTNZ-WNA= Occupational Therapy New Zealand- Whakaora Ngangahau Aotearoa. 
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 Table 2.2
Materials Reviewed 
Authors Year Source Country Evidence 
Type 


























OT in case example
Clients of all ages 
with DTD
Case example:











































Children who have 
experienced 
maltreatment and are 
adopted.
Case example:




OT practices within NPP:
assessing motor function, 
sensory processing practices 
based on Ayres Sensory 
Integration (ASI),           
functional OT (unspecified), 
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Authors Year Source Country Evidence 
Type 





















Inform OTs about 
trauma and 
attachment
disorders, the impact 
of attachment on 
participation, and OT
practices for trauma 
and attachment.
OT author
OT in case example
Adults and children 




5 YO female. Severe 
abuse (unspecified). 





Disorder. In foster 
care. 
Suggested theoretical 
frameworks: Trauma Informed 
Care (TIC); Attachment, 
Regulation, Competence 
(ARC); Neurosequential Model 





Disturbances of Attachment 
Interview; Trauma Symptom
Checklist for Children; Sensory 
Integration and Praxis 
Test(SIPT); Sensory Profile.
Suggested interventions: Phase-
based treatment; attachment 
focussed practices; Sensory 
Modulation Program; Sensory 
Connection; Sensory Mod 
Squad; SAFE PLACE; 
Psychotherapeutic modalities; 
integrative practices. 
Used by OT in case study:
Phase-based treatment;  SIPT; 
Sensory Profile; parent 
education; Sensory diet; 
environmental adaptations; 
sensory desensitisation; ASI 
with caregiver; sensory stories; 
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Authors Year Source Country Evidence 
Type 

















To group program for

























family care, ongoing 
transitions in care. 
Groups based on Sensory
Modulation Program
Theoretical approaches: phase-
based treatment, six core 
components for trauma 
treatment.
Assessments: interview with 
caregiver, Sensory Profile,  
developmental history 
(unspecified), Behaviour
Rating Inventory of Executive 
Function.
Groups program with 4-6 YOs: 
multisensory strategies; play-
based activities; social skill 
activities; music and movement.
Group program with 7-12 YOs: 
sensory modulation strategies; 
creating sensory toolkit; 
activities for emotional 
identification; worksheets.
Caregiver seminars (monthly),  
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Type 



















To increase OTs 
understanding of 
assessing sensory 
processing in mental 














9 YO male. Reactive 
attachment disorder 




Assessments in case example: 
Sensory Processing Measure 
(SPM); Bruininks-Oseretsky 
Test of Motor Proficiency 2nd 
Edition (BOT-2); Quick 
Neurological Screening Test 3rd 
Edition (QNST-3); Dynamic 
Occupational Therapy Cognitive
Assessment for Children 
(DOTCA-Ch) 
Interventions in case example: 
Individual OT at school, 
classroom modifications, 























histories of abuse 




or foster care. 
OT provided 8 hour training to 
SWs about sensory treatment 
approaches. Content of training 
not described. OT provided 
sensory system checklist to 
guide SWs observations about 
which strategies were effective. 
SWs used sensory modulation 
strategies (sensory tools, 
sensory kits, sensory rooms, 
sensory diets, environmental 
adaptations, soothing home 
routines).Sensory modulation 
used for crisis prevention and 
management. Sensory practices 
within talk and play therapy. 
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Book chapter To discuss foster care










4 YO female. 
Neglect, physical 
abuse.
Interdisciplinary treatment to 
address mealtime issues 
(swallowing, self feeding), and 
self-injurious behaviour. OT 
provided sensory play for 



















(CPP) with children 
who identify as 
Latino, experience 






6 YO male. Physical 






family care (Father 
and Aunty). 
Caregiver  depression
and trauma (war 
exposure). Maternal 
substance abuse.
Combined treatment: CPP and 
sensory modulation strategies. 
OT supported psychologist and 
family to use sensory 
modulation strategies. OT also 
directly provided sensory 
modulation. Family education 
regarding child behaviour, ASD 
diagnoses, and relationship 
between ASD and trauma.
















Children who have 




Sensory Motor Arousal 
Regulation Treatment 
(SMART); SAFE PLACE; 
Sensorimotor Psychotherapy. 
Collaboration with parents and 
other disciplines in sensory 
processing practices important.
Conceptual No level
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and young adults 
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allied health; leading delivery of
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Lloyd 2016 Google 
Scholar
UK e-book Provide suggestions 
for caring for or 
working with 
children who have 
been maltreated. 
Primarily foster 
carers, but also SWs, 
adoption staff, and 
teachers.
OT author




trauma and are in 
foster or adoptive 
care.
Theoretical approach used by 
OT:ASI, child trauma theory.
Interventions used by OT:
Sensory processing practices 
influenced by ASI; addressing 
missed early movement 
experiences; facilitating child 
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Perry 2014 EBSCO 
Search 
USA Book chapter Overview of the 








5 YO female. 
Physical abuse, 
witnessed






OT contributed to NMT 
assessment (OT assessment 
unspecified) to enable IDT to 
develop a sensory diet, and use 
activities to support fine/gross 
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therapy’s role with 
childhood trauma







Children with trauma 





and violence (school, 
community, 
domestic).
OT interventions suggested at 
universal, targeted, or intensive 
levels. Health promotion, 
preventative, and a broad range 
of treatment approaches used. 
Practices to be provided within 






















foster care. Children 
in treatment foster 
care at risk of 
developmental delay.
Parent-child group, based on 
Alert Program, SAFEPLACE, 
and Theraplay. 
OTs identified needs of children
in foster care who were at risk 
of developmental delays. For 
children at risk of 
developmental delay team 
consultation completed 
(disciplines unspecified). 
Assessment included structured 
play activity and Canadian 
Occupational Performance 
Measure(COPM). Common 
recommendations were sensory 
Description 
of practice
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modulation strategies, physical 
exercise, home routines, and 
strategies for transitions.
OT training for treatment foster 
care staff and parents about 
relationship between behaviour, 
attachment, and sensory 
processing. Video consultations 
with treatment foster care staff.
Authors Year Source Country Evidence 
Type 











Book chapter Discuss difficulties 










Children with motor 








neglect. In foster care
Sessions alternating with OT 
and Nurse. Sensory processing 
practices used in talk and play-
based therapy. Sensory 
modulation strategies, cognitive 
strategies, body awareness  and
expressive activities used. OT 
worked with SLT and school 

























8 YO male. Neglect 
(physical and 
emotional), witnessed
FV, physical abuse. 
In foster care




OT contributes to 
transdisciplinary assessment. 
Assessment  involves up to 40 
standardised and non-
standardised assessments. These
may be administered by any two
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at one time.
In case example: 
recommendations from 
assessment included intensive 
OT at home to address sensory 
processing issues .
Authors Year Source Country Evidence 
Type 














To describe NPP OT
MDT (disciplines 
not specified)
Children who have 
been maltreated, and 
are adopted
NPP is a wrap-around, multi-
disciplinary, brain-based, 
developmental and attachment-
focussed intervention. Within 
NPP OT specialising in SI leads 
SI assessment and therapy, and 
practices SI collaboratively with
other clinicians on the team, as 













To introduce the use 
of exploratory 
sensory-motor 




















OT education and consultation 
with residential and school staff 
regarding sensory modulation 
strategies. Sensory modulation 
implemented universally across 
each residential centre or school
described. Sensory modulation 
programming included  
individualised sensory 
modulation strategies, sensory 
tools, environmental 
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OT/ developmental
psychologist collaborated with 
psychotherapists to develop 
SMART. OT provided training 
and consultation for 
psychotherapists to use SMART.
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Step 4: Deconstruction
In step 4 of the ITEA process, the evidence is sorted and classified using the tenants
of the chosen theoretical model (Hitch et al., 2014). All materials were read at least twice, and
phrases relevant to volition, habituation, performance capacities, and the environment were
extracted verbatim into an Onenote notebook. In total 404 phrases were extracted, including
224 phrases for volition, 83 for the environment, 69 for habituation, and 28 for performance
capacities. 
To  organise  the  evidence,  the  Onenote  notebook  had  separate  notebook  tabs  for
evidence pertaining to each theoretical tenant, and separate pages for each sub-tenant. The
extractions for each sub-tenant were re-read to check that they had been suitably classified.
The paraphrased extracts were transferred into a Microsoft Excel spreadsheet to more easily
manage the large data set during analysis. Data were organised using a separate spreadsheet
page for each tenant, and separate columns for each sub-tenant.
 Step 5: Analysis
In step 5, the rigour of the evidence is critically analysed at three levels: individually
for  each  material,  collectively  within  each  theoretical  tenant,  and  holistically  using  the
theoretical framework (Hitch et al., 2014). To analyse the rigour of materials individually, key
information from each material were extracted (see Table 2.2). Each material was critically
appraised, using the Joanna Briggs Institute’s critical appraisal tools (Joanna Briggs Institute,
2018a). The Joanna Briggs Institute assumes a broad view about what types of evidence are
useful in clinical decision making, and has developed tools for the critical appraisal of diverse
types  of  evidence  (Joanna  Briggs  Institute,  2018b).  Among  the  critical  appraisal  tools
available are those used to appraise text and opinion materials, case reports, and qualitative
studies. Given the materials included in the ITEA process review were mainly non-research,
the Joanna Briggs Institute critical appraisal tools were more appropriate to use than critical
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appraisal tools which focus on empirical research (National Health and Medical Research
Council, 2000). Please see Tables 2.3, 2.4, and 2.5 for an overview of the critical appraisal of
each material as guided by the relevant critical appraisal tool. To analyse the rigour of data
collectively within each theoretical tenant, the data within each tenant were considered in
regards to the method and rigour of the materials from which they had been sourced. To do
this, for each theoretical tenant the number of extracts from each material were tallied. The
total number of extracted statements, and the representation of data from different types of
materials were then considered. 
The  theoretical  tenant  with  the  most  extracted  statements  was  volition  (n=224).
Extracted statements classified within volition were from descriptions of practice (n=119),
conceptual materials with case examples (n=79), conceptual materials without case examples
(n=23), and case studies (n=3). Extracted statements classified to volition were mostly from
materials  which  contained  descriptions  of  practice,  as  these  descriptions  included  why
occupational therapists’ used certain practices with complex trauma, their reflections on the
practices used, and their reflections on their capabilities for practice with complex trauma. 
The theoretical concept with the second greatest number of extracted statements was
the  environment  (n=83).  Extracted  statements  classified  within  environment  were  from
descriptions of practice (n=40), conceptual materials with case examples (n=32), conceptual
materials without case examples (n=6), and a case study (n=5). The extracted statements for
the  environment  were  sourced  from  the  greatest  number  of  materials  (n=17),  possibly
because the practice environment was described regardless of the material’s aim or approach.
Habituation was the theoretical  tenant  with the third greatest  number of extracted
statements  (n=69).  Extracted  statements  classified  to  habituation  were  sourced  from
conceptual materials without case examples (n=31), conceptual materials with case examples
(n=22), descriptions of practice (n=12), case studies (n=2), and qualitative studies (n=2). A
OCCUPATIONAL THERAPISTS’ PRACTICE WITH COMPLEX TRAUMA                                                 47
number of extracted statements within habituation were sourced from conceptual materials
concerning the roles of occupational therapists with complex trauma (American Occupational
Therapy Association, 2015; Warner et al., 2013; Steele & Malchiodi, 2012) and the practices
that they could incorporate (Champagne, 2011; Champagne, 2012; Holland & May-Benson,
2014). 
Finally,  the  theoretical  tenant  with  the  least  number  of  extracted  statements  was
performance  capacities  (n=28).  Extracted  statements  classified  to  performance  capacities
were sourced from descriptions of practice (n=18), conceptual materials with case examples
(n=6),  conceptual  materials  without  case  examples  (n=3),  and from the  qualitative  study
(n=2). Materials that described occupational therapists’ performance capacities focused on
their knowledge and skills for practice with complex trauma. 
Please see Table 2.6 for an overview of the number of extracted statements sourced
from each type of material, and a summary of the rigour of evidence within each theoretical
tenant. Appendix C provides an overview of the number of extracted statements for each
theoretical tenant and from each material.
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Table 2.3
Critical Appraisal of Materials (Text and Opinion) 

































































Yes Yes Yes Yes Yes No evidence cited for Activities of
Daily Living (ADLs), play, and
leisure difficulties. Alternate









Y s Yes Yes Yes
Champagne (2011) Yes Yes Yes Yes Yes Yes
Champagne,
(2012)
Yes Yes Yes Yes Yes No incongruence with other
literature/sources reported.
Decision to use group-based
treatment or Sensory Modulation
Program not supported by evidence.
Champagne and
Koomar (2012)
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Table 2.4 
Critical Appraisal of Materials (Case Reports) 
Table 2.5
















































































































Joanna Briggs Institute (JBI) Critical
Appraisal Tool (CAT) Criteria Met
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Volition 16 224 79 23 119 3 0 Text and opinion CAT criteria met (out of 6): 
Atchison & Morkut (2012) 5/6; Champagne 
(2011) 6/6; Champagne (2012) 5/6; Champagne 
& Koomar (2012) 4/6; Dini (2016) 5/6; 
Holland & May-Benson (2014) 4/6; Lebel and 
Champagne (2010) 5/6; Lloyd (2016) 5/6; May-
Benson & Sawyer (2014) 6/6; Perry (2014) 6/6; 
AOTA (2015) 3/6; Sanders, Sears, and Apodaca 
(2016) 4/6; Sim (2013) 4/6; Steele & Malchiodi 
(2012) 6/6; Warner et al., (2013) 6/6 
Case report CAT criteria met (out of 7):
Harley et al., (2014) 7/7
Environment 17 83 32 6 40 5 0 Text and opinion CAT criteria met (out of 6): 
Atchison & Morkut (2012) 5/6; Burnell & 
Vaughan (2012) 5/6; Champagne (2011) 6/6; 
Champagne (2012) 5/6; Champagne & Koomar 
(2012) 4/6; Dini (2016) 5/6; Houdek & Gibson 
(2017) 6/6; Holland & May-Benson (2014)
4/6; Lebel and Champagne (2010) 5/6; Lloyd 
(2016) 5/6; May-Benson & Sawyer (2014)
6/6; Perry (2014) 6/6; Sanders, Sears, and 
Apodaca (2016) 4/6; Steele & Malchiodi (2012) 
6/6; Warner et al., (2013) 6/6 
Case report CAT criteria met (out of 7):














































Joanna Briggs Institute (JBI) Critical
Appraisal Tool (CAT) Criteria Met
Habituation 11 69 22 31 12 2 2 Text and opinion CAT criteria met (out of 6): 
Champagne (2011) 6/6; Champagne (2012) 5/6; 
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Champagne & Koomar (2012) 4/6;
Holland & May-Benson (2014) 4/6; Lloyd 
(2016) 5/6; AOTA (2015) 3/6; Sanders, Sears, 
and Apodaca (2016) 4/6; Sim (2013) 4/6; 
Warner et al.,  (2013) 6/6
Case report CAT criteria met (out of 7):
Harley, et al., (2014) 7/7




9 28 6 3 18 0 1 Text and opinion CAT criteria met (out of 6): 
Champagne (2011) 6/6; Champagne (2012) 5/6; 
Lebel and Champagne (2010) 5/6; Lloyd (2016) 
5/6; AOTA (2015) 3/6; Steele & Malchiodi 
(2012) 6/6; Vaughan, McCullough, and Burnell, 
(2016) 6/6; Warner, et al., (2013) 6/6
Qualitative study CAT criteria met: Da Silva 
(2011) 4/9 
Note: AOTA= American Occupational Therapy Association.
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Step 6: Reconstruction
In step 6, the data is rebuilt into an evidence statement, using the chosen theoretical
model as a framework (Hitch et al., 2014). To rebuild the data into an evidence statement, the
paraphrased extracts were re-read to identify data that was similar and could be consolidated
into themes. Consolidated themes pertained to occupational therapists’ volition, habituation,
and performance capacities, and the environmental factors that supported, placed demands
on,  provided  opportunities  for,  or  constrained  their  practice  with  children  experiencing
complex trauma. Groups of data that demonstrated contrasting perspectives to these themes
were also identified. 
On a separate spreadsheet page, data that could be consolidated into themes were 
grouped in columns with summarising headings. Data contrasting with these themes were 
grouped in adjacent columns with summarising headings. In total, nine consolidated themes 
were identified and two contrasting perspectives. Themes about how occupational therapists 
worked with children experiencing complex trauma, and contrasting perspectives to these 
themes are mapped on a depiction of the Model of Human Occupation in Figure 2.3, and are 
describedXinXtheXfollowingXevidenceXstatement. 
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Evidence Statement
Performance Capacities
Data classified to performance capacities pertained to occupational therapists’ clinical
knowledge and skills for practice with complex trauma. 
Complex child presentations: a demand on clinical reasoning. 
The  children  who  presented  to  occupational  therapists  often  had  a  range  of
developmental  challenges  and  co-morbidities.  For  example,  one  child  who  had  been
chronically  maltreated  presented  to  occupational  therapy  with  autistic  spectrum disorder,
attention deficit/  hyperactivity  disorder,  and post-traumatic  stress  disorder.  The child was
delayed  across  their  developmental  domains,  had  self-regulation  difficulties,  and  had
occupational  issues  with  toileting  behaviour  (faecal  smearing)  and eating  (pica  and food
hoarding) (Perry, 2014). Based on the Diagnostic and Statistical Manual of Mental Disorders,
5th edition (American Psychiatric Association, 2013) the child’s challenges were only partially
accounted for by their diagnosed conditions. 
The complexity of children’s presentations seemed to place demands on occupational
therapists’  clinical  reasoning.  It  was  thought among  occupational  therapists  that  the
symptoms of complex trauma are often mistaken for, or captured within, neuropsychiatric
and  behavioural  diagnoses  (Atchison  &  Morkut,  2012;  Holland  &  May-Benson,  2014;
Sanders, Sears, & Apodaca, 2016; Warner et al., 2013) such as attention deficit/ hyperactivity
disorder  (Atchison & Morkut,  2012;  Holland & May-Benson, 2014);  oppositional  defiant
disorder, and conduct disorder (Holland & May-Benson, 2014; Warner et al., 2013). 
This  opinion  was  shared  within  theoretical  materials  (Atchison  & Morkut,  2012;
Holland  & May-Benson,  2014)  and  those  that  provided  descriptions  of  practice  (Harley,
Williams, Zamora, & Lakatos, 2014; Sanders et al., 2016; Warner et al., 2013). For example
in  a  case  study there  was confusion as  to  how much of  the  child’s  challenges  could  be
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attributed to autism and how much to the child’s experiences of maltreatment (Harley et al.,
2014).  
Knowledge and skills regarding sensory processing. 
Occupational  therapists  described  themselves  as  having  specialist  knowledge  and
skills  regarding  sensory  processing  (American  Occupational  Therapy  Association,  2015;
Warner et al., 2013). Occupational therapists discussed sensory processing at length in the
materials, and how sensory processing knowledge can be applied  to practice with complex
trauma (Holland & May-Benson, 2014; Lloyd, 2016; Warner et al., 2013). These discussions
occurred within a theoretical article (Holland & May-Benson, 2014), and two materials which
provided actual descriptions of occupational therapy practice with complex trauma (Lloyd,
2016; Warner et al., 2013). 
Occupational therapists also described how their sensory processing knowledge had
made important contributions to trauma treatment within mental health settings (Warner et
al.,  2013)  and integrative practice  models  (Holland & May-Benson,  2014;  Warner  et  al.,
2013).  Finally,  professionals  from  other  disciplines  described  occupational  therapists’
specialist  knowledge  and  skills  regarding  sensory  processing  (Da  Silva,  2011;  Vaughan,
McCullough,  &  Burnell,  2016).  For  example  a  group  of  social  workers  referred  to  an
occupational therapist as an expert in sensory processing approaches (Da Silva, 2011). 
       Contrasting  perspective:  A  range  of  occupational  therapy  skills  potentially
useful. 
In contrast to a focus on occupational therapists’ sensory processing expertise, some
materials described a range of occupation-focussed skills as potentially useful in practice with
children  who  experience  complex  trauma  (Champagne,  2011;  American  Occupational
Therapy Association, 2015; Sanders et al., 2016). 
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One  material  reviewed  was  an  information  sheet  published  by  the  American
Occupational  Therapy Association (2015).  This  information  sheet  suggested a  number of
ways that occupational therapists could contribute to practice with children who experience
complex  trauma  (American  Occupational  Therapy  Association,  2015).  The  suggestions
ranged from teaching children positive coping skills and self-regulation strategies, to teaching
parents and teachers about positive discipline,  through to the use of sensorimotor arousal
regulation  interventions  (American  Occupational  Therapy  Association,  2015).  The
information  sheet  also  specified  particular  occupations  that  occupational  therapists  could
target, including creating predictable home routines, addressing sleeping and eating issues,
and  facilitating  activities  which  foster  children’s  friendships  (American  Occupational
Therapy Association, 2015). While literature is cited throughout the material, occupational
therapy  interventions  are  suggested  without  a  discussion  about  the  research  evidence
supporting their use. 
The  American  Occupational  Therapy  Association’s  (2015)  information  sheet  was
originally  developed by occupational therapy students  under the supervision of Dr Susan
Bazyk (a  registered occupational  therapist)  (American Occupational  Therapy Association,
2012).  It  was  subsequently  reviewed  and  edited  by  the  American  Occupational  Therapy
Association School Mental Health Workgroup (American Occupational Therapy Association,
2012). The information sheet’s review by therapists working with children within the school
system, perhaps improves the clinical significance of information sheet’s content. 
This  information  sheet  was  referenced  in  another  occupational  therapy  material
reviewed within the ITEA process (Sanders et al., 2016). The information sheet was cited to
support the claim that “…evidence shows that occupational therapy can benefit children in
foster care in several areas, including Activities of Daily Living, school readiness, literacy
promotion,  and  planning  for  transitions”  (Sanders  et  al.,  2016,  pg.  1).  A more  critical
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examination  of  the  evidence  supporting  the  various  modes  of  occupational  therapy  with
children  who  experience  trauma  by  Sanders  et  al.,  (2016)  may  have  more  accurately
presented  what  is  known  about  the  benefits  of  occupational  therapy  for  children  who
experience complex trauma.  
   Contrasting  perspective:  Further  training  required  to  provide  appropriate
intervention.
In  contrast  to  the  previous  two  perspectives  that  occupational  therapists  have
knowledge  and  skills  for  working with  complex  trauma,  it  was  thought  by  occupational
therapists that they require further training to provide appropriate intervention (Atchison &
Morkut,  2012; Champagne,  2011; American Occupational Therapy Association,  2015).  In
materials  written  by  occupational  therapists  it  was  suggested  that  occupational  therapists
would benefit from gaining more knowledge about complex trauma (Atchison & Morkut,
2012; Champagne, 2011; American Occupational Therapy Association, 2015). Specifically, a
need for occupational therapists to be more informed about the impacts of complex trauma on
neurological  functioning  (Atchison  &  Morkut,  2012)  and  on  occupational  performance
(Champagne, 2011) was described. Training about attachment (Champagne, 2011; American
Occupational Therapy Association, 2015), and sensory-based practices for complex trauma
(American Occupational Therapy Association, 2015) were also suggested. 
Volition
Data classified to volition pertained to occupational therapists’ beliefs and motivations
within practice. 
      Beliefs about sensory processing and complex trauma. 
Some occupational therapists’ believed that complex trauma and sensory processing
are interrelated. For example occupational therapists believed that the symptoms of complex
trauma and sensory processing difficulty symptoms often co-exist or overlap (Champagne,
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2011; Vaughan et al., 2016; Warner et al., 2013). They also believed that complex trauma can
contribute to sensory processing difficulties (Burnell & Vaughan, 2012; Champagne, 2011;
Lloyd, 2016; Vaughan et al., 2016; Warner et al., 2013). Finally, some occupational therapists
believed that sensory processing difficulties can contribute to the self-regulation challenges
often seen with complex trauma (Burnell & Vaughan, 2012; Champagne, 2011; Lloyd, 2016;
Vaughan et al., 2016). 
It was believed these self-regulation difficulties could be addressed using traditional
sensory modulation practices such as sensory tools (Champagne, 2012; Warner et al., 2013),
sensory rooms (Warner et al., 2013), and sensory motor play with a regulated adult (Sanders
et al., 2016; Sim, 2013; May-Benson & Sawyer, 2016). 
Limited  research  about  sensory  processing,  sensory-based  practices,  and
complex trauma. 
The  highest  level  of  evidence  cited  to  support  the  belief  that  complex  trauma
contributes  to  sensory  processing  difficulties  was  from  non-research  case  examples
(Champagne, 2011; Champagne & Koomar, 2012; Sanders et al., 2016; Steele & Malchiodi,
2012; Warner et al., 2013). In these case examples children who experienced complex trauma
had  sensory  processing  difficulties  identified  using  standardised  measures  (Champagne,
2011;  Champagne & Koomar,  2012;  Steele  & Malchiodi,  2012).  Empirical  research  was
reported  to  be  underway  exploring  the  presence  (Sanders  et  al.,  2016)  and  relationship
(Warner et al.,  2013) of sensory processing difficulties with complex trauma, however no
published findings were identified from this review. 
The  highest  level  of  evidence  cited  to  support  the  belief  that  traditional  sensory
modulation strategies improve the self-regulation of children experiencing complex trauma
was a descriptive article (Warner et al., 2013). In this article it was reported that after the
introduction of sensory modulation programming at one residential school, there was an 80%
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to 90% decrease in the use of restraint and seclusion (Warner et al., 2013). It was not stated in
the article whether a particular research method was used. 
Finally the evidence cited to support the use of sensory motor play for co-regulation
were theory-based articles written by psychiatrist Dr Allan Schore (Schore, 2001; Schore &
Schore, 2008). Within these articles the theory is posited that children’s development of self-
regulation  is  fostered  through  regulating  experiences  within  the  attachment  relationship
(Schore,  2001;  Schore  & Schore,  2008).  The articles  by  Dr Allan  Schore were  cited  by
Champagne (2011), and Holland and May-Benson (2014). 
Overall, the empirical evidence cited for using sensory-based practices with children
who  experience  complex  trauma  was  limited.  Across  the  materials  reviewed  just  one
empirical study was cited (Kaiser et al., 2010, as cited by Vaughan et al., 2016; as cited by
Warner et al., 2013). The study by Kaiser et al., (2010) involved ten adults (average age 46.7
years old) who had been maltreated as children,  and had complex posttraumatic stress as
measured by the Disorders of Extreme Stress Not Otherwise Specified (DESNOS) construct.
The  participants  were  assigned  to  30  days  of  the  Sensory  Learning  Program™  and
psychotherapy, or treatment (psychotherapy) as usual. The Sensory Learning ProgramTM aims
to improve sensory integration by having a person lying on a motion table, while looking at
coloured lights, and listening to gated music (Kaiser et al., 2010).
 Outcomes measured using the Structured Interview for Disorders of Extreme Stress
(SIDES) at baseline, post-treatment,  and post-  control group sensory treatment found that
participants who received the Sensory Learning Program in addition to psychotherapy had
significantly greater improvements in their SIDES total scores, and scales for self perception,
affect regulation, and in meaning systems (e.g. sense of meaning and purpose, perception of
world as hostile). 
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In  considering  the  applicability  of  this  study as  evidence  for  using  sensory-based
practices with children who experience complex trauma, it must be noted that the Sensory
Learning Program™ does not resemble the sensory-based practices described in the materials
reviewed in this study. The dearth of research evidence to support the use of sensory-based
practices with children who experience complex trauma was acknowledged by Vaughan et al.
(2016) and Warner et al. (2013).
Habituation
Data classified to  habituation included occupational  therapists’ practice habits  and
professional  roles.  Practice  habits  were  the  practices  that  occupational  therapists  most
frequently used.   
Sensory-based practices most frequently used with complex trauma.
Occupational therapists most frequently used sensory-based practices when working
with complex trauma. Out of the 20 materials reviewed in all but one (Atchison & Morkut,
2012) occupational therapists applied a sensory-based approach. 
These  practices  included  assessments  of  sensory  processing  (Champagne,  2011;
Champagne,  2012;  Champagne & Koomar,  2012;  Da Silva,  2011;  Perry,  2014;  Steele  &
Malchiodi, 2012), individualised sensory modulation strategies (Harley et al., 2014; Warner
et al., 2013, Champagne, 2012; Sanders et al., 2016), Sensory Diets (Perry, 2014; Warner et
al.,  2013),  sensory  rooms  (Champagne,  2012;  Warner  et  al.,  2013),  equipment  and
environmental adaptations to support sensory processing (Champagne, 2011; Champagne &
Koomar, 2012; Warner et al., 2013), sensory modulation strategies within talk or play therapy
(Da Silva, 2011; Harley et al., 2014; Sim, 2013; Vaughan et al., 2016; Warner et al., 2013),
sensory processing strategies to support co-regulation and attachment (Champagne,  2011;
Harley et al., 2014; May-Benson & Sawyer, 2016; Vaughan et al., 2016; Sanders et al., 2016),
and Sensory Integration to  address underlying performance capacities  affected by trauma
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(Champagne, 2011; Lloyd, 2016; May-Benson & Sawyer, 2016; Sim, 2016; Vaughan et al.,
2016; Warner et al., 2013). 
The outcomes of sensory-based practices were measured informally. For example the
outcomes of an intervention were gauged based on feedback from caregivers (Champagne,
2012; Sanders, 2016), feedback from other disciplines  and paraprofessionals (Warner et al.,
2013;  Champagne,  2012;  Sanders,  2016),  and  through  occupational  therapists’  own
observations (Champagne, 2012; Warner et al., 2013). In one article, children’s feedback on a
sensory-based  group  were  also  collected  via  interviews  throughout  and  after  the  group
program (Champagne, 2012). 
Ideological movements support sensory-based practices.  
Occupational  therapists’  use  of  sensory-based  practices  with  complex  trauma
appeared to be supported by ideological movements in trauma treatment.  It was stated in
some materials that ideological movements, including the reducing restraint and seclusion
movement, and Trauma Informed Care, had popularised the use of sensory-based practices
with  individuals  who  experience  trauma  (Champagne  &  Koomar,  2012;  LeBel  &
Champagne,  2010).  Indeed in  a  number of  materials  the reducing restraint  and seclusion
movement (Champagne & Koomar, 2012; LeBel & Champagne, 2010; Warner et al., 2013),
and Trauma Informed Care (Champagne, 2011; Champagne & Koomar, 2012; May-Benson
& Sawyer, 2016; LeBel & Champagne, 2010; Perry, 2014; American Occupational Therapy
Association,  2015;  Steele  &  Malchiodi,  2012)  were  cited  as  part  of  the  contextual  or
theoretical basis for the provision of sensory-based practices with children who experience
complex trauma. 
Collaborative and consultancy roles regarding sensory-based approaches.
When providing sensory-based approaches, occupational therapists most commonly
assumed  a  collaborative  role.  Sensory-based  practices  were  usually  applied  alongside
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caregivers (Burnell & Vaughan, 2012; Champagne, 2011; Harley et al., 2014; Lloyd, 2016;
May-Benson  &  Sawyer,  2016;  Sanders  et  al.,  2016;  Vaughan  et  al.,  2016)  and  with
professionals  from other  disciplines  (Burnell  & Vaughan,  2012;  Champagne  & Koomar,
2012; Harley et al., 2014; May-Benson & Sawyer, 2016; Sanders et al., 2016; Sim, 2013;
Steele  &  Malchiodi,  2012;  Vaughan  et  al.,  2016;  Warner  et  al.,  2013).  For  example  an
occupational  therapist  co-treated  a  child  with  a  psychologist,  using  sensory  modulation
strategies, and guiding the psychologist and caregivers with how to engage in these strategies
with the child (Harley et al., 2014). 
In  addition,  occupational  therapists’ provided consultancy and education regarding
sensory processing and application of sensory-based approaches. They provided consultancy
and education with professionals from other disciplines (Lloyd, 2016; LeBel & Champagne,
2010; Perry, 2014; Sanders, et al., 2016; Vaughan et al., 2016; Warner et al., 2013) including
psychotherapists (Warner et al., 2013), social workers (Da Silva, 2011; Warner et al., 2013),
school staff (Sim, 2016; Vaughan et al., 2016; Warner et al., 2013; Champagne, 2011), and
residential staff (LeBel & Champagne, 2010; Vaughan et al., 2016; Sanders, 2016; Warner et
al., 2013), as well as to children’s caregivers (Champagne, 2011; Lloyd, 2016; Sanders, 2016;
Warner et al., 2013; May-Benson & Sawyer, 2016). For example, one occupational therapist
working  in  a  multidisciplinary  team  was  described  by  their  colleagues  as  leading  the
implementation  of  sensory-based  practices  within  the  service,  and  consulting  with  other
professionals,  caregivers,  and school  staff,  about  how to apply sensory-based approaches
(Vaughan et al., 2016). 
      Roles within integrative practice models.
Occupational therapists were also described as having roles within integrative practice
models. These were models that combined two or more therapeutic modalities, including the
Comprehensive Transdisciplinary Trauma Assessment Model (Steele & Malchiodi, 2012), the
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Neurosequential  Model  of  Therapeutics  (Perry,  2014),  and  Neuro-Physiological
Psychotherapy (Burnell  & Vaughan, 2012; Vaughan et  al.,  2016). Within these models of
practice occupational therapists contributed as consultants (Perry, 2014) and team members
(Burnell & Vaughan, 2012; Steele & Malchiodi, 2012; Vaughan et al., 2016). The roles of
occupational therapists within integrative practice models usually focussed on sensory-based
approaches, such as assessing sensory processing (Perry, 2014), and supporting the provision
of sensory-based interventions (Burnell & Vaughan, 2012; Perry, 2014; Steele & Malchiodi,
2012; Vaughan et al., 2016). 
Within  integrative  practice  models  that  combined  two  therapeutic  modalities,
occupational therapists supported the use of sensory modulation strategies within talk or play-
based therapy alongside social  workers,  psychologists,  a  nurse,  and psychotherapists  (Da
Silva, 2011; Harley et al., 2014; Sim, 2016; Warner et al., 2013). In addition, occupational
therapists worked alongside psychologists and family therapists to combine sensory-based
practices with attachment-focussed therapy (May-Benson & Sawyer, 2016; Sanders et al.,
2016). 
The highest level of evidence cited to support the use of sensory modulation within
talk and play-based therapy was anecdotal evidence in non-research articles where positive
outcomes were observed to  include self  regulation (Da Silva,  2011;  Warner  et  al.,  2013)
children being more able to express themselves verbally (Sim, 2013; Harley et al.,  2014;
Warner et al., 2013), and children being more able to identify their emotions (Harley et al.,
2014; Warner et al., 2013).  Research evidence to support the combined use of sensory-based
practices with attachment-focussed therapy was not identified in this review. 
 Advances in knowledge creating opportunities within integrative practices.
Advances  in  knowledge  within  the  trauma  treatment  field  about  the  impacts  of
complex trauma across children’s development was described to have lead to the formation of
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integrative  practice  models  (Steele  & Malchodi,  2012;  Perry,  2014;  Burnell  & Vaughan,
2012; Vaughan et al., 2016). Considering this it could be inferred that occupational therapists
opportunities  to  contribute within integrative practice models  such as  the Comprehensive
Transdisciplinary  Trauma  Assessment  Model  (Steele  &  Malchiodi,  2012);  the
Neurosequential  Model  of  Therapeutics  (Perry,  2014);  and  Neuro-Physiological
Psychotherapy (Burnell & Vaughan, 2012; Vaughan et al.,  2016) may have at least partly
been  provided  by  these  advances  in  knowledge  about  complex  trauma.  A trend  towards
providing holistic trauma treatment (Holland & May-Benson, 2014) that recognises body-
based and sensory-based approaches (May-Benson & Sawyer, 2016) was also acknowledged
as perhaps contributing to the creation of roles for occupational therapists within integrative
practices. 
Step 7: Transfer and Utilisation
The evidence statement in this review outlines occupational therapy practices used
with children who experience complex trauma internationally, and the clinical reasoning and
evidence which occupational therapists base their practices on. This evidence statement may
be used by occupational therapists to examine the rationale and evidence for occupational
therapy practices with children who experience complex trauma. 
Occupational  therapists  need  to  be  cognizant  that  while  there  is  rationale  for
occupational therapists’ use of the practices described in the literature, this rationale is often
based on theory,  clinical wisdom, and anecdotal outcomes rather than empirical research.
Each occupational therapist must have clear reasoning as to why they use specific practices
with  complex  trauma,  and  base  this  reasoning  on  the  best  evidence  available  to  them.
Occupational therapists must also be transparent with clients about the types of evidence they
base their use of practices on. Finally, occupational therapists would be prudent to use formal
outcome  measures  before,  during,  and  after  applying  practices  with  complex  trauma,  to
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assess  whether  the  practice  is  making  a  positive  difference  to  the  client’s  occupational
engagement and participation. 
Limitations
A limit of this study is that 79% of the materials (n=15) pertained to occupational
therapy practice in the United States of America. This may impact on the transferability of the
review’s findings to countries outside of the United States of America. Within the United
States of America, a large proportion of materials (n= 6) were published by the American
Occupational  Therapy  Association  (Champagne,  2011;  Champagne,  2012;  Champagne  &
Koomar,  2012;  Lebel  & Champagne,  2010;  American Occupational  Therapy Association,
2015; Sanders et al., 2016). This may have caused a bias in the data towards occupational
therapy practices deemed acceptable by the American Occupational Therapy Association. In
addition all of the materials were English language and none were translations. This may
impact on the transferability of the findings to countries in which English is not the primary
language. 
The  researchers’  experience  working  with  children  as  an  occupational  therapist
possibly created a bias  in  how she identified and analysed data.  For example the author
handpicked websites she was already familiar with. In particular the researcher handpicked
the Child Trauma Academy (2018) website which focuses on the Neurosequential Model of
Therapeutics;  the  SPIRAL Foundation  (2015)  website  which  focuses  on  sensory-based
practices;  and  the  OT innovations  (2018)  website  which  also  focuses  on  sensory-based
practices. 
Three  materials  sourced from the  OT innovations  website  were  authored  by Tina
Champagne (Champagne, 2011; Champagne, 2012; Champagne & Koomar, 2012). This may
have caused a bias towards data about sensory modulation, as Champagne has focussed her
research on sensory modulating approaches (Champagne’s Publications, 2018). 
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Conclusion 
This chapter has described a review of materials about how occupational therapists
work with children from birth to 12 years old who have been maltreated and experience
complex trauma. The review of 20 materials was systematically completed using the ITEA
process.  The  analysis  was  completed  within  the  framework  of  the  Model  of  Human
Occupation,  and  was  presented  in  themes  pertaining  to  occupational  therapists’ volition,
habituation,  performance capacities,  and practice environments,  within their  practice with
complex  trauma.  Themes  included:  complex  child  presentations,  a  demand  on  clinical
reasoning;  knowledge  and  skills  regarding  sensory  processing;  beliefs  about  sensory
processing and complex trauma; limited research about sensory processing, sensory-based
practices,  and  complex  trauma;  sensory-based  practices  being  most  frequently  used  with
complex trauma;  ideological movements  supporting sensory-based practices;  collaborative
and  consultancy roles regarding sensory-based approaches; roles within integrative practice
models;  and  advances  in  knowledge  creating  opportunities  within  integrative  practices.
Contrasting perspectives to  these themes found within the materials  were also presented,
including  that  further  training  is  required  before  occupational  therapists  can  provide
appropriate intervention, and that there is a broad range of occupational therapy skills that are
potentially useful with complex trauma. The materials reviewed were mainly non-research,
and no empirical evidence about the practice of occupational therapists with children who
have  been  maltreated  and  experience  complex  trauma  was  identified.  The  next  chapter
outlines the methods for this study, which explored how occupational therapists in Aotearoa
New Zealand and Australia work with children from birth to 12 years old who have been
maltreated and experience complex trauma.  
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Chapter 3: Methods
Introduction
Chapter Two presented a review of the internationally available materials about how
occupational  therapists  work  with  children  who  have  been  maltreated  and  experience
complex trauma.  The review was  systematically  completed  using  the  Integrating  Theory,
Research, and Action (ITEA) process. The materials identified were mainly non-research, and
no empirical evidence was identified for inclusion. In response to these gaps in the evidence,
this chapter presents the methods for this study which explores how occupational therapists in
Aotearoa New Zealand and Australia work with children from birth to 12 years old who have
been maltreated and experience complex trauma. 
Study Design
This is a mixed methods study, which uses both quantitative and qualitative data to
answer the research questions (Hesse-Biber, 2010). Both methods were required to gain a
breadth of data about the profile of occupational therapists working with complex trauma,
and a depth of data about their practices. As this is a new area of research, a mixed-methods
approach may also provide a broad foundation for further research. 
Theoretical Orientation
This research combined a descriptive quantitative research approach, and a qualitative
research  approach  informed  by  descriptive  phenomenology.  The  Model  of  Human
Occupation  (Taylor  &  Kielhofner,  2017)  was  used  to  ground  the  study  within  the
occupational therapy paradigm.  
Quantitative research approach. 
Toulmin  (1953)  describes  the  quantitative  paradigm’s  approach  to  research  as  a
modelling exercise, in which numerically modelled phenomena are used to test hypotheses
and make discoveries about the objectively known world (as cited by Curtis  & Drennan,
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2013).  This  approach  is  appropriate  to  define  phenomena  other  than  the  occupational
therapists’ subjective experiences, such as their personal and workplace characteristics. 
Qualitative research informed by descriptive phenomenology.
Phenomenologists believe that lived experience is how meaning is understood (DePoy
& Gitlin, 2005). There are two main types of phenomenology: descriptive and interpretive
phenomenology (Nelms, 2014). This research uses descriptive phenomenology as defined by
Edmund Husserl (Nelms, 2014). 
Husserl  conceived  descriptive  phenomenology  during  the  ascent  of  empiricism
(Nelms, 2014). He believed that human experience was also of value in research, and can be
subjected to rigorous and scientific inquiry (Lopez & Willis, 2004). Unlike later schools of
phenomenology Husserl favored the description of lived experience over its interpretation
(Nelms, 2014). 
The goal of descriptive phenomenology is to describe a particular human experience
exactly how it  can be observed (Giorgi,  2012).  It  is  assumed that there will  be common
elements  in  how  a  group  of  people  experience  a  phenomena,  and  descriptive
phenomenological methods attempt to capture these commonalities (Lopez & Willis, 2004).
Because descriptive phenomenology favors describing human experience over interpreting it,
this method was selected to describe an area of practice which was yet to be articulated in the
local context. Perhaps because Husserl wanted phenomenology to be credited as a rigorous
science (Nelms, 2014), some of its methods reflect the positivist tradition (Lopez & Willis,
2004). An example is how and why bracketing is performed. 
The style of bracketing used in descriptive phenomenology can be referred to as ideal
bracketing (Gearing, 2004). The aim of ideal bracketing is to suspend one’s presuppositions,
values, attitudes, and beliefs so that these do not impact on how the phenomena is described
(Nelms,  2014).  This  is  part  of  achieving   what  descriptive  phenomenology  terms
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transcendental subjectivity, where the researcher evaluates their impact on the research and
attempts to neutralize the effects  of any personal bias’ and preconceptions on the subject
matter (Lopez & Willis, 2004). Later philosophers such as Heidegger rejected this style of
bracketing, and insisted that it is neither possible nor desirable to omit one’s presuppositions
from the analytical process (Gearing, 2004). 
As part of describing the essences of life experiences, Husserl examined how these
experiences can be known in reference to humans’ cognitive acts (Giorgi, 2012). Descriptive
phenomenology’s examination of life experiences in relation to human’s cognitive acts  is
called intentionality (Giorgi, 2012). Intentionality was thought a suitable construct to define
occupational therapists’ practices with complex trauma in relation to their clinical reasoning. 
     The Model of Human Occupation.
The Model of Human Occupation was chosen as the occupational therapy practice
model to ground this study in. The principles and tenants of the Model of Human Occupation
were described in Chapter Two. The model’s occupational focus was anticipated to guide
study methods and outcomes focused on the core concern of occupational therapy, which is
occupation (Blesedell Crepeau, Boyt Schell, & Cohn, 2009). 
As the development of the Model of Human Occupation was embedded in real-life
practice (Kielhofner, 2009) it was anticipated to result in study findings that can be applied in
occupational therapists’ everyday practice.  Finally,  as the Model of Human Occupation is
perhaps the most widely used occupation-focussed model internationally (Haglund, Ekbladh,
Throrell,  &  Hallberg,  2000;  Law  &  McColl,  1989;  Lee,  2010;  National  Board  for
Certification  in  Occupational  Therapy,  2014;  as  cited  in  Taylor  & Kielhofner,  2017),  its
constructs  were anticipated to  be recognised  by occupational  therapists  in  Aotearoa  New
Zealand and Australia. 
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  71
Researcher Stance
Mihi 
The  following  is  a  mihi  (see  Appendix  A for  definitions),  which  is  a  customary
greeting used in Aotearoa New Zealand (University of Otago, 2018). 
He mihimihi poto tenei kia koutou. 
This is a small greeting to you all. 
Te mea tuatahi kororia kite Atua.
The first thing is glory to the Lord. 
Pepeha
A pepeha follows (see Appendix A for definitions). This is an introductory speech 
based on one’s whakapapa. Whakapapa refers to one’s lineage, but also means to “place in 
layers” or to “create a base” (University of Otago, 2018, p.1) 
Tena tatou katoa
Greetings to you all
Ko Waitakeres te Maunga
The mountain I affiliate with is the Waitakeres
Ko Waitemata te Moana
The Waitemata is the sea that I affiliate with
Ko Julia Mason toku ingoa
My name is Julia Mason
No reira, tena koutou, tena koutou, tena tatou katoa
Therefore, greetings, thrice over
I am a Pakeha (caucasian New Zealander) female. I live in West Auckland, as has the
previous three generations of my maternal family. My family includes my parents, my Nanna,
and  my two brothers.  Soon my first  niece  will  also  be  born.  I  am affiliated  with  many
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wonderful families through faith-related activities, and through my job as an occupational
therapist. 
I graduated from the Auckland University of Technology with a Bachelor of Health
Science (Occupational Therapy) in 2009, and now work at a special school in Auckland. I
previously worked  at the Child and Youth Mental Health Service and Schools Early Action
Program (CASEA) in Victoria, Australia which provided mental health services in schools for
children demonstrating social, emotional, or behavioral difficulties. 
While working at CASEA I came across the Neurosequential Model of Therapeutics
(Perry, 2014). The Neurosequential Model of Therapeutics is an assessment framework which
produces an estimate of the functional impact of chronic trauma on a person, based on the
timing and duration of traumatic experiences, as well as the presence of protective factors
(Perry,  2014). Based on an assessment using the Neurosequential  Model of Therapeutics,
recommendations  are  made  for  the  graded  introduction  of  therapeutic  and  enrichment
activities (Perry, 2014). 
The  Neurosequential  Model  of  Therapeutics  helped  me  to  understand  the
neurobiological basis of trauma. In addition this model felt congruent with my professional
training,  as  it  recommended  occupations  such  as  grooming  a  horse  or  jumping  on  a
trampoline (MacKinnon, 2012) as treatment. Because I found the Neurosequential Model of
Therapeutics’ theory informative, and the treatment approaches congruent, this became my
preferred point of reference for understanding complex trauma. 
In 2014 I arrived in Aotearoa New Zealand where I perceived that complex trauma
was less known about. This perception was formed after I attended two professional training
days on childhood trauma where complex trauma was mentioned only once. However based
on knowledge gained through professional contacts, I assumed that occupational therapists in
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Aotearoa  New  Zealand  as  well  as  Australia  were  working  with  children  experiencing
complex trauma and were using sensory-based practices. 
I am passionate about supporting children who have been maltreated towards better
life  outcomes.  At  the  beginning of  the  study I  had  assumptions  about  how occupational
therapy  practice  with  complex  trauma  could  be  approached,  influenced  by  professional
experiences, and my knowledge of the Neurosequential Model of Therapeutics (Perry, 2014).
However in the process of ideal bracketing used in descriptive phenomenology (Gearing,
2004), I strove to shed this prior knowledge throughout the study to accurately present the
realities and understandings of practice that the participants revealed. 
Methods
An outline of the research methods including participants, instruments, procedures,
data collection, and data analysis follows. 
Participants
Inclusion and exclusion criteria. 
Survey inclusion and exclusion criteria. 
The survey included occupational therapists who worked with children in Aotearoa
New  Zealand  or  Australia.  Each  occupational  therapist  had  to  be  registered  with  the
Occupational  Therapy  Board  of  New  Zealand  or  the  Australian  Health  Professionals
Regulation Agency. Occupational therapists were excluded if they completed less than half of
the survey, or if they did not consent to the conditions explained in the plain language and
consent form (PLCF) (see Appendix D). 
Initially  occupational  therapists  who  did  not  work  with  complex  trauma  were
included. This was so that their practices could be compared with occupational therapists who
were working with complex trauma.  However  since very few occupational  therapists  not
working  with  complex  trauma  participated  (n=6),  they  were  excluded.  Occupational
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therapists were also excluded if they did not currently work with children aged 0 to 12 years,
or if they had not practiced in the last two years. 
Interview inclusion and exclusion criteria. 
The inclusion and exclusion criteria for the interviews were the same of that for the
survey. To be included, interviewees must have also indicated in the survey that they had
worked with at least one child experiencing complex trauma, and that they had addressed the
outcomes of the trauma in their practice. 
The participants.
Survey participants.
The survey was completed by 25 participants. All participants were female (n=25),
and most identified as New Zealand European (n=11) or Australian European (n=9). A very
small percentage of participants identified as Aboriginal (4%), and none identified as Maori.
The participants’ ages ranged between 26 and 59 years, with an average age of 43 years (SD=
10.65 years). 
Interview participants.
The interview process was completed with eight  occupational  therapists.  No male
occupational therapists were interviewed. All but one participant was working in Australia.
The stated number of years experience ranged from 10 years to more than 31 years. All
interview participants had worked with more than one child experiencing complex trauma. 
Instruments
Survey. 
A survey was the chosen instrument to collect quantitative data since surveys can
measure the unknown characteristics of a population (Czaja & Blair, 2005). The survey was
divided into four sections: demographic information (three closed questions), training and
experience (four closed questions), general practice with children (21 closed questions, one
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  75
open question), and working with complex trauma (11 closed questions, two open questions).
Closed  questions  required  forced-choice,  multiple-response,  text-entry,  or  sliding-scale
answers. The survey questions were not informed by the results of the ITEA process, as the
survey was finalised for ethical approval before the ITEA process commenced. 
At the very beginning of the survey the PLCF outlined the purpose and the methods
of the survey, and provided a tick-box for participants to indicate their consent to participate.
The PLCF also outlined whom participants could contact if they experienced any adverse
personal impacts from participating. On the page following the PLCF, the intention of the
word  ‘Aboriginal’  was  clarified  (National  Aboriginal  Community  Controlled  Health
Organisation, 2016).
Questions  in  the  first  three  sections  of  the  survey  were  modeled  from  previous
surveys about occupational therapists’ practice with children in general (Miller Kuhaneck,
Tanta,  Coombs,  & Pannone,  2013;  Rodger  et  al.,  2005).  The final  section  of  the  survey
pertained to  occupational  therapists’ practice  with children who had been maltreated  and
experienced complex trauma. At the beginning of this section a fictional case example was
provided as  an example of  how a child  experiencing complex trauma may present.  This
fictional  case  example  was  provided  by  an  Aotearoa  New  Zealand-based  occupational
therapist who had worked with children experiencing complex trauma. The final question of
the survey asked whether the participant would take part in an in-depth interview about their
practice with complex trauma, and provided a text box for their email address. 
The survey included questions regarding the ethnicity of participants and about their
practices with children who are Māori or identify as Aboriginal. This study’s main focus is
not  the  Māori  or  Aboriginal  occupational  therapy  workforce,  or  on  occupational  therapy
practice with children who identify as Māori  or  Aboriginal.  However  it  is  recommended
within the ethical guidelines for both Māori Research (Hudson, Milne, Reynolds, Russell, &
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Smith, 2018) and Aboriginal health research (National Health and Medical Research Council,
2003)  that  mainstream studies  gather  data  that  will  contribute positively to  outcomes for
Māori (Hudson et al., 2018) and Aboriginal people (National Health and Medical Research
Council, 2003) respectively. 
The survey was subjected to in-house testing before being distributed.  It  was also
reviewed by a cultural consultant and public health researcher from Aotearoa New Zealand
(Suaree Borell,  personal communication,  19 June 2016), and by an occupational therapist
who identifies as Aboriginal (Tirritpa Ritchie, personal communication, 13 October 2016).
The survey was amended according to their suggestions. A complete version of the survey is
available  in  Appendix  E.  A record  of  the  amendments  following  cultural  consultation  is
available in Appendix F. 
Semi-structured interviews.  
Semi-structured  interviews  were  conducted  using  the  principles  of  descriptive
phenomenology. The interviews took between 30 and 80 minutes, and were conducted using
Skype or the telephone. The interview used three open questions that had been provided well
in advance in the interview PLCF (Appendix G). Spontaneous prompting questions were also
asked to help the participant clarify or elaborate on what they had said. 
The three open questions were:
1. Tell me about your experience of working with children who experience complex
trauma after maltreatment.
2. Can you describe in as much detail as possible your work with a particular child
who was experiencing complex trauma after maltreatment? 
3. What was the clinical reasoning which guided your choice of interventions?
The interview questions  were  formed  by researcher  within  a  research  supervision
session during the initial planning phase of the research project. As the interview schedule
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was  requested  within  the  study’s  ethics  application,  the  interview  questions  were  not
informed by the ITEA process findings. The interview questions were worded broadly, to
invite rich and thick descriptions of the participants’ experiences. 
Procedures
A description of the procedures follows including how ethical approval was gained,
recruitment of participants, and how the data were collected and analysed. 
Ethics approval.
Ethical support was first sought from Occupational Therapy New Zealand- Whakaora
Ngangahau Aotearoa (OTNZ-WNA) and Occupational Therapy Australia, given recruitment
through these organisations was proposed. For ethical support from OTNZ-WNA, the OTNZ-
WNA ethical  considerations checklist  (OTNZ-WNA, 2013) (Appendix H) was completed
and submitted to the OTNZ-WNA ethics committee. After the researcher made clarifications
about  the  study,  ethical  support  for  the  study  was  given  by  OTNZ-WNA.  Occupational
Therapy Australia did not have a formal ethics process for the circulation of research to its
members. However they were provided with full information about the research via email,
and after review agreed to help distribute the survey. Proof of support from OTNZ-WNA
(Appendix  I)  and  Occupational  Therapy  Australia  (Appendix  J)  were  then  submitted  to
Deakin University and ethical approval was gained (Appendix K). 
Recruitment.
Recruitment for the survey. 
A link to the survey was distributed by OTNZ-WNA through their special interest
groups for:  children and young people's occupational therapy, leaders and
managers,   independent  practitioners,  mental  health,  and  for  primary
health care. The survey link was distributed by Occupational Therapy Australia
through their e-newsletter. 
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As  membership  to  OTNZ-WNA  and  Occupational  Therapy  Australia  is  not
mandatory,  it  was  possible  that  there  were  non-member  occupational  therapists  with  the
potential to offer vital data. Consequently snowball sampling was also used, a method by
which respondents provide access to others who may meet study criteria (DePoy & Gitlin,
2005). For snowball sampling members were invited to email the survey link to
non-member  occupational  therapists  who  met  the  criteria  for
participation. 
The survey was open between December 2016 and February 2017. The survey was re-
advertised to OTNZ-WNA and Occupational Therapy Australia members one month after the
survey had been launched. 
Recruitment for the interviews.
The interviewees  were  recruited  using  a  convenience  sample  through  the  survey.
There were seven participants who were interested in being interviewed and who met the
inclusion criteria. A further two interviewees were recruited through snowball sampling based
on professional networks. 
Occupational  therapists  who were  interested  in  being  interviewed were  emailed  a
PLCF, which outlined  the purpose and the methods of  the  interviews.  After  reading this
information, participants were asked to sign and return the consent form to the researcher via
email. A time convenient for the interview was then arranged. In total nine participants were
interviewed.  Data  saturation  was  reached  as  by  the  ninth  interview  no  new  data  was
forthcoming. 
Data collection and storage.
Survey data collection and storage. 
The  survey was  conducted  online  using  the  Qualtrics  survey  platform.  An online
survey  was  chosen  as  an  efficient  and  economical  way  of  collecting  data  from  a
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geographically  dispersed  sample  (Tuten,  2010).  After  the survey  was  closed,  data  were
exported from Qualtrics into SPSS version 22 where data were cleaned ready for analysis.
Text  entry  data  were  copied  into  a  Microsoft  Excel  spreadsheet  and  cleaned  ready  for
analysis. The survey data were anonymous, except where the participant had indicated they
were  interested  in  an  interview  and  provided  their  email  address.  The  surveys  with
participant’s emails were immediately screened for inclusion in the interviews, then the email
addresses were removed and stored securely in a separate document. The survey data were
stored on the researcher’s personal computer that was locked with a secret password when
not in use. Hardcopies of data were stored confidentially in a room allocated to the research.
Hard copies will be securely stored at Deakin University and destroyed after five years.  
Interview data collection and storage. 
Initially, the researcher recorded interviews using Skype for Business with Microsoft
Voice Recorder as a back-up. These data were saved on the researcher’s computer as MP4
and MP3 files respectively. Due to technical difficulties some interviews did not record in
full, or the files holding the interviews corrupted. After these technical difficulties, interviews
were recorded using a smart phone with a tape recorder as a backup. When not in use the
smart  phone  was  locked  with  a  secret  password,  and  the  tape  recordings  were  stored
confidentially in a room allocated to the research. Two of the three participants whose data
were lost agreed to be re-interviewed. Thus from the nine interviews, eight transcripts were
completed  and included in  data  analysis.  The interviews  were  transcribed into  Microsoft
Word  documents.  The  researcher  transcribed  four  and  a  half  of  the  interviews,  and  the
remaining  three  and  a  half  were  transcribed  by  an  external  agency.  All  identifying
information was omitted from the transcripts. 
Once complete,  the transcripts  were emailed to participants  for member checking.
Member checking is where data, themes, or interpretations of data are shared with research
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participants for review (Chang, 2014). Member checking is one measure used to increase the
credibility  of  qualitative  research,  or  how  accurately  the  realities  being  examined  are
portrayed  (Henderson  &  Rheault,  2004).  After  member  checking  the  researcher  made
amendments to two of the transcripts as suggested by the participants, including further de-
identifying  participants  and  clients,  re-wording  statements,  and  misinterpreted  words.  
After each transcription was complete the recording of the interview was destroyed.
Copies of the transcripts were emailed to the researcher’s principle research supervisor and
stored securely at Deakin University on a password protected computer. Interview data were
also  stored  in  the  internal  storage  of  the  researcher’s  personal  computer  in  an  allocated
Onenote  electronic  notebook.  Data  stored  in  the  allocated  Onenote  notebook  was  de-
identified before entry into the notebook and no permissions were granted for other people to
view the data.  Any hardcopies of data were stored confidentially in the room allocated to the
research and sent to Deakin University after the study. 
For the purpose of reflexivity, the researcher kept a field journal during the analysis of
the interview data in a tab of the allocated Onenote notebook. These reflections included no
identifying information pertaining to participants. Thoughts and feelings recorded in a field
journal can be used to monitor the influence of researcher bias to increase the credibility of
qualitative research (Henderson & Rheault, 2004).  
Data Analysis 
Quantitative data analysis. 
Quantitative data from the survey were analysed using SPSS version 22 descriptive
statistics  including  frequencies,  means,  percentages,  and  ranges.  These  data  were  also
represented in pie graphs and tables. Text entry data were analysed thematically for each
question. Themes were analysed by dividing each text entry answer into phases, then using a
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separate Excel spreadsheet page for each question, these phrases were grouped in columns
with other phrases of a similar content.   
Qualitative data analysis. 
Qualitative data from the interviews were initially analysed using NVivo software. 
However due to technical difficulties, data were copied into the allocated OneNote notebook
for analysis. The Onenote notebook was created with a tab each for significant statements and
formulated  meanings.  Within  each  tab  eight  separate  pages  were  created  for  phrases
pertaining to each of the eight transcripts. 
Colaizzi’s  (1978)  seven  stage  process  for  the  analysis  of  descriptive
phenomenological data (as cited in Sanders, 2003) was used. From the three main methods of
analysing Husserlian data Colaizzi’s (1978) process is described by Robinson (2006) as the
most user-friendly,  and one which lends to a clear description of phenomena (as cited in
Mapp, 2008). Colaizzi’s (1978) seven stage process involves: 
1. Acquiring a sense of each transcript by reading and re-reading these.
2.  Extracting significant statements that pertain to the phenomenon. 
3. Rephrasing each significant statement to capture its true meaning.
4. Grouping the formulated meanings into theme clusters, and emergent themes. 
5. Integrating these emergent themes in an exhaustive description of the phenomenon. 
6. Distilling  the  exhaustive  description  into  a  more  succinct  statement  about  the
fundamental structure of the phenomenon. 
7. Validating with the participants that the findings correspond with their experiences 
(Edward & Welch, 2011; Shosha, 2012). 
Ideal bracketing for the purposes of maintaining objectivity (Nelms, 2014) was used
throughout the data analysis. Beech (1999) comments that bracketing is poorly defined in
qualitative  research,  and  that  each  researcher  should  describe  their  unique  process  of
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bracketing. The process the researcher used for ideal bracketing throughout this research is
defined in the following. 
Before the researcher began analysing any of the transcripts she spent time reflecting
and writing about experiences relevant to occupational therapy practice with complex trauma.
The researcher referred back to her researcher stance as she did this. She reflected on her
work in Child and Adolescent Mental Health, her experiences in special education, and the
approaches  to  working  with  complex  trauma  she  was  already  aware  of  including  the
Neurosequential  Model  of  Therapeutics  (Perry,  2014),  Sensory  Attachment  Intervention
(Bhreathnach, 2008; 2009), and Sensory-Attuned Focussed Environment Playfulness, Love,
Acceptance, Curiousity, Empathy (SAFE PLACE) therapy (Koomar, 2012). The researcher
reflected  on this  knowledge and these  experiences  to  prime her  awareness  of  biases  and
presuppositions that could arise during the data analysis. She then attempted to mentally set
her knowledge and experiences aside to focus on what the interview data described.  
Then beginning at stage 1 of Colaizzi’s (1978) process, the researcher read and re-read
each transcript until she had an overall sense of the content (as cited in Sanders, 2003). The
transcripts were all read between two and four times. When presuppositions, thoughts and
feelings that came to mind, the researcher stopped reading and noted these in her reflective
journal. After briefly acknowledging the thought or feeling, the researcher tried to mentally
set  aside  these  thoughts  or  feelings,  and resume a  state  of  mental  clarity  with  which  to
proceed with the data analysis. This attempt to shed personal bias and prior knowledge used
in descriptive phenomenology (Bowie & Wojnar, 2014) was repeated throughout stage two
and three of the data analysis. 
Once the researcher had a sense of each transcript and had bracketed her assumptions,
she extracted 810 statements that were significant to answering the research questions. These
significant statements were then rephrased by the researcher in an attempt to distill the true
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meaning of the participant. To assist with this process, the researcher asked herself questions
such as “What does this tell me about how occupational therapists work with child complex
trauma?” and “What is the occupational therapist’s clinical reasoning here?” 
As one  significant  statement  could  have  more  than  one  formulated  meaning,  972
formulated meanings were identified.  Decisions made during qualitative research, such as
how significant statements are selected and interpreted, should be recorded in an auditable
form (Henderson & Rheault, 2004). So that the origin of the formulated meanings could be
audited, each was coded to reflect which transcripts they had been taken from, the group of
extractions from that transcript that they had belonged to in NVivo, and their corresponding
significant statement. For example, a formulated meaning with the code 1. 1. 54 would have
been deduced from transcript one, in NVivo group one, and correspond to the 54 th significant
statement  extracted  in  that  group.  Where  a  significant  statement  had  two  formulated
meanings, the numerical code was followed by the letter a, b, or c. Recording an audit trail of
decisions made during data analysis supports the dependability of qualitative research, or the
level of consistency in the research results that could be expected if the study was repeated
(Henderson & Rheault, 2004).
 The formulated  meanings  with  common elements  were  then  grouped into  theme
clusters, and coded using descriptive coding. In descriptive coding, themes are labeled with
codes that reflect the essence of what participants are conveying (Belotto, 2018). Each theme
cluster was titled to reflect the formulated meanings it consisted of. 
At  this  point  peer  checking occurred with the each of  researcher’s  three  research
supervisors.  After  peer  checking,  the  theme  clusters  were  gathered  into  three  emergent
themes, and again coded using descriptive coding. These three emergent themes were thought
to have sufficient supporting data to be reported. 
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The  emergent  themes  were  then  integrated  by  the  researcher  in  an  exhaustive
description of occupational therapists practice in Aotearoa New Zealand and Australia with
children aged 0 to 12 years who have been maltreated and experience complex trauma, then
distilled into a statement which described the fundamental structure of the phenomena. This
fundamental  structure  was  emailed  to  the  participants  for  further  member  checking.  One
participant  suggested  amendments  to  the  essential  structure  for  it  to  better  reflect  her
experiences. 
Mixed-methods analysis.
After  identifying  the  emergent  themes  from  the  interviews,  these  themes  were
considered in regards to how they informed or contrasted with the survey findings, as well at
the findings of the ITEA process. Comparing the interview data with other modes of data
collection  used  was  also  completed  to  consider  the  credibility  of  data  through  the
triangulation  (Nelms,  2014).  The  synthesis  of  the  quantitative  findings,  the  qualitative
findings, and the findings of the ITEA process are discussed in Chapter Six.
Conclusion
This chapter presented the methods for this study which explores how occupational
therapists in Aotearoa New Zealand and Australia work with children from birth to 12 years
old who have been maltreated and experience complex trauma. The study is mixed methods,
using a survey and interviews informed by descriptive phenomenology. The Model of Human
Occupation (Taylor & Kielhofner, 2017) is the theoretical model chosen to ground the study
in. The researcher’s stance was also described. The next chapter presents the survey results.
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Chapter 4: Survey Results
Introduction
In Chapter Three the methods for this study were presented. This chapter presents the
results of the survey. The survey was conducted to gain a profile of occupational therapists in
Aotearoa New Zealand and Australia who work with children from birth to 12 years old who
have been maltreated and experience complex trauma. The survey was also conducted to gain
an overview of the clinical practices occupational therapists use with children experiencing
complex trauma, the practices they use for cultural safety when working with children who
are Māori or identify as Aboriginal, and the supports they suggest for occupational therapists
working with children who experience complex trauma. The results  include demographic
information  about  participants  and  information  about  their  training,  practice  experience,
practice with children in general, and practice with children who experience complex trauma.
The results also include how prepared occupational therapists feel for working with children
who experience complex trauma, and the practice supports they suggested.   
Survey Results
Demographic Information
     The survey was completed by 25 participants. All the participants were female, and
most  identified  as  New  Zealand  European  (n=11)  or  Australian  European  (n=9).  The
participants’ were aged between 26 and 59 years, with an average age of 43 (SD= 10. 65
years) Figure 4.1 and Table 4.1 presents the participants’ ethnicities.
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Figure 4.1 Ethnicities of Participants (n=25)
Table 4.1
Ethnicities of Participants (n=25)
Ethnicity Participants
n %
New Zealand European 11 44
Australian European 9 36
British 2 8
South African 1 4
‘New Zealander’ 1 4
Aboriginal 1 4
Note: New Zealander = those who identify themselves as a ‘New Zealander’ over a specific ethnic group.
Training and Experience      
Most  participants  had  a  Bachelor’s  degree  as  their  highest  level  of  occupational
therapy education (n=16) with the second most common qualification being a certificate or
diploma  (n=5).  On  average,  participants  graduated  19  years  ago  and  had  14  years  of
experience working with children. 
The participants had completed a range of post professional training, with the most
common  being  Sensory  Integration  certification  (n=7),  followed  by  Neurodevelopmental
Therapy  or  Bobath  training  (n=5).  One  participant  reported  that  they  had  completed  a
Graduate  Certificate  in  Developmental  Trauma.  Table  4.2  presents  the  highest  level  of
occupational therapy education for the participants.
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Table 4.2
Highest Level of Occupational Therapy Education (n=25)
Highest Level of Occupational Therapy
Education
Participants
n        %
Bachelor’s in occupational therapy (OT)          16 64
Undergraduate certificate or diploma in OT 5 20
Enrolled in doctorate in OT 2 8
Enrolled in masters in OT (post professional) 1 4
Honours degree in OT 1 4
Practice with Children in General
Locations and settings. 
Sixty-four percent of participants were working in Aotearoa New Zealand (n=16) and
36% were working in Australia (n=9). The majority of participants spent time working in the
community (n=19) and in educational settings (n=15). Table 4.3 presents data on the settings
where participants worked. 
Table 4.3





Private practice or self employed 8 32
Hospital 5 20
Primary health organisation 3 12
Marae 1 4
Māori health provider 1 4
Aboriginal health provider 1 4
Consultancy 1 4
Note: some participants worked in more than one setting.
All  but  one  of  the  Aotearoa  New Zealand  participants  were  located  in  the  North
Island. The greatest concentration of participants  who reported their postcode  in Aotearoa
New Zealand worked in regional (n=4) or rural areas (n=4). Just one participant in Aotearoa
New Zealand reported working in a metropolitan city (n=1). 
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To  classify the Australian postcodes into the types  of  areas  they pertained to,  the
Accessibility  Remoteness  Index  Australia  2006  (Australian  Government/  Department  of
Health,  2011)  was used.  This  index measures  how remote an area of  Australia  is  by the
distance of road before the next populated area and service centre can be reached (Australian
Government/ Department of Health, 2011). Based on this indices, the participants in Australia
who reported their postcode were mainly from outer regional (n=2) and inner regional (n=2)
areas, with just one participant working in a metropolitan city (n=1).
Hours and number of clients.
The  number  of  participants  who  worked  part-time  (n=12)  was  comparable  to  the
number of participants who worked full-time (n=11).  Other  participants described  variable
working hours or combining part time jobs. The participants worked between 4 and 70 hours
a week, with an average of 33 hours worked. The most common number of hours to work per
week was 40 (n=7). The number of clients they worked with ranged from as few as 4 to as
many as 135. Please see Table 4.4 for results on participants’ employment status.
Table 4.4





Variable hours 1 4
Combining part time jobs 1 4
Funding.
All  Aotearoa  New  Zealand participants  reported  accessing  Ministry  of  Health
funding. Ministry of Education funding was the next most commonly reported by Aotearoa
New Zealand participants (n=5). Of the sources of funding exclusive to Australia, Medicare
was the most accessed, and was used by 16% of Australia-based participants. The use of
Medicare funding was followed by Enhanced Primary Care funding, the Chronic Disease
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Management Plan, Better Access funding, and the National Disability Insurance Scheme (n=3
each). 
Referrals.        
In their general practice with children, referrals for children were commonly received
from schools (n=21), families (n=20), doctors (n=19), and other allied health professionals
(n=19).  Referrals  from  social  services  (n=15)  were  also  common.  Children  referred  to
occupational therapy were generally seen within 3 months, with the most common timeframe
being 1 to 2 weeks (n=9). Table 4.5 presents data on referral sources, and Table 4.6 presents








Allied health professional 19 76
Social services 15 60
Mental health professional 12 48
Nurse 8 32
Community group 8 32
Maori health provider 5 20
Aboriginal health provider 4 16
ACC





Note: participants received referrals from more than one source. ACC= Accident Compensation Corporation. 
Table 4.6
Wait Time between Referral and Therapy (n=25)
Wait Time Participants
n          %
1-2 weeks 9 36
1-3 months 6 24
3-4 weeks 5 20
6-12 months 3 12
4-6 months 2 8
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Profile of clients.   
Age groups.      
The participants most commonly worked with school aged children (n=23), followed
by preschoolers (n=21), toddlers (n=14), and infants (n=9). 
Client conditions.       
The client conditions that participants reported most frequently working with were
developmental delay (n=24), neurological conditions (n=23), and abuse or neglect (n=22).
While  only  88%  of  participants  reported  child  abuse  or  neglect  as  one  of  their  most
frequently  seen  conditions,  100%  reported  having  worked  with  a  child  who  had  been
maltreated in the past. Table 4.7 presents the most frequently seen client conditions.  
Table 4.7
Client Conditions Most Frequently Worked With (n=25)
Client Conditions Participants
n %






















Rehabilitation requirements 13 52
Disruption in care giving 13 52
Intrauterine insult 6 2
Acute medical condition 4 16
Separation from or dispossession of land 3 12
Other 3 12
Timeframes of therapy.     
 Children were most commonly seen for a time period of more than 2 years (n=6), or 6
months to a year (n=5). A timeframe of 1 to 3 months was the third most common (n=4)
timeframe, followed by 1 to 4 weeks and 4 to 6 months (n=3 each). Table 4.8 presents data on
the usual timeframes for therapy. 
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Table 4.8
Usual Timeframe for Therapy (n=25)
Timeframe Participants
 n                            %
< 2years 6 24










12-18 months 2 8
18 months-2 years 2 8
Theoretical approaches used.      
 The most common theoretical approaches used in participants general practice with
children were the sensory processing approach (n=22), the multisensory approach (n=17), the
Person-Environment-Occupation  (PEO)  model  (n=13),  Trauma  Informed  Care  and
Attachment theory (n=12 each). The theoretical approaches used by participants are presented
in Table 4.9.
Assessments used.       
In their general practice with children, participants most commonly reported using the
Sensory Profile (n=23), the Beery-Buktenica Developmental Test of Visual-Motor Integration
(n=16), the Sensory Profile School Companion (n=12), the Infant/Toddler Sensory Profile
(n=11),  the  Canadian  Occupational  Performance  Measure  and  the  Ages  and  Stages
Questionnaire (n=10 each). The assessments used by participants are presented in Table 4.10. 
Interventions used.     
Sensory Diets, multisensory techniques, and Activities of Daily Living or self care
training  were  the  most  commonly  used  interventions  (n=17  each),  followed  by  sensory
modulation strategies, and behavioural strategies or behavioural modification (n=16 each).
Simplifying tasks, routines or roles (n=15); and caregiver or family education (n=15) were
the third most reported interventions. The interventions used by participants are presented in
Table 4.11. 
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Table 4.9
Theoretical Approaches used in Practice (n=25)
Theoretical Approach Participants
n  %
Sensory processing approach 22 88
Multisensory approach 17 68
Person-Environment-Occupation 13 52
Trauma-Informed Care 12 48
Attachment theory 12 48
Ayres Sensory Integration theory 11 44
Cognitive behavioural framework 11 44
Model of Human Occupation 10 40
Motor learning theory 9 36
Biopsychosocial model 9 36
Trauma theory 9 36
CMOP-E 9 36
Biomechanical model 8 32







Health promotion 6 24
Erikson’s psychosocial stages of development 6 24
Piaget’s stages of cognitive development 4 16
Biomechanical model of cognitive development 4 16
The Recovery model 4 16
Kawa model 4 16
Occupational Performance Model 2 8
Functional information processing model 2 8
Information processing theory 3 12
Te Whare Tapa Wha 3 12
Gesell’s maturational theory 1 4
Psychodynamic theory 1 4




Shankar’s self regulation model











Note: Participants were informed by more than one theoretical approach. PEOP Model= Person-Environment-Occupational-Participation
Model; CMOP-E= Canadian Model of Occupational Performance and Engagement model. 
Table 4.10
Assessments used in Practice (n=25)
Assessment Participants
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         n                                %
Sensory profile 23 92
Beery VMI 16 64
Sensory Profile School Companion 12 48
Infant/Toddler Sensory Profile 11 44
COPM 10 40
Ages & Stages Questionnaire 10 40
Routines based interview 8 32
Draw a Person Test 8 32
Movement ABC 7 28
Handwriting Speed Test 7 28
GMFCS 7 28
Test of Visual Perceptual Skills 7 28
Bayley Scales of Infant and Toddler Development 6 24
BOT of Motor Proficiency 6 24
Sensory Integration and Praxis Tests 5 20
PEDI 4 16
Alberta Infant Motor Scale 4 16
Perceive Recall Plan Perform 4 16
Behavioural analysis 4 16
Strengths & Difficulties Questionnaire 4 16
DCDQ 4 16
Manual Ability Classification System 3 12
ChIPPA 3 12
WeeFIM 2 8
Kid/Preteen Play Profile 2 8
MOHO Screening Tool 2 8
Hawaii Early Learning Profile 2 8
Miller Assessment for Preschoolers 2 8
Erhardt Developmental Prehension 2 8
Wall of Occupational Performance





Gesell Developmental Schedules 1 4
Knox Preschool Play Scale 1 4
Neurosequential Model of Therapeutics 1 4
1    Ayres Clinical Observations 1 4
      Sensory Processing Measure 1 4
      Adaptive Behaviour Assessment System 1 4
      SIPDC 1 4
      Carolina Curriculum 1 4
      Short Sensory Profile 2 1 4
      Roll Evaluation of Activities of Life 1 4
      Peabody Developmental Motor Scales 2 1 4
      ACT specific tools 1 4
Note:  Berry  VMI=  Beery  Buktenica  Developmental  Test  of  Visual  Motor  Integration;  COPM= Canadian  Occupational  Performance
Measure; GMFCS= Gross Motor Function Classification System; PEDI= Paediatric Evaluation of Disability Inventory; ChIPPA= Child
Initiated  Pretend  Play  Assessment;  WeeFIM=  Wee  Functional  Independence  Measure;  MOHO  Screening  Tool=  Model  of  Human
Occupation Screening Tool; ACT specific tools= Acceptance and Commitment Therapy specific tool; DCDQ= Developmental Coordination
Disorder  Questionnaire;  SIPDC=  Symbolic  and  Imaginative  Play   Developmental  Checklist;  BOT.  of  Motor  Proficiency=  Bruininks-
Oseretsky Test of Motor Proficiency. 
Table 4.11
Interventions Used in Practice (n=25)
Interventions Participants
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n                               %
Sensory Diet 17 68
Multisensory techniques 17 68
ADLs/ self care training 17 68
Sensory modulation 16 64
Behavioural strategies/ modification 16 64
Simplify task, routines, or roles 15 60
Caregiver/ family education 15 60
Social skills training 14 56
Non-equipment environmental modification 14 56
Mindfulness 13 52
Adaptive equipment 13 52
Relaxation techniques 13 52
Supportive techniques/ counselling 12 48
Cognitive-behavioural techniques 12 48
Positioning techniques 12 48
Seating and mobility 12 48
Sensory-Attachment Intervention 11 44
Verbal self-guidance/ CO-OP 10 40
Exercise 9 36
Attachment-based therapies 9 36
Visual perceptual skills training 8 32
Home modifications 7 28
Alert program 7 28
Feeding or swallowing strategies 7 28
Information processing strategies 7 28
Learn to Play therapy 6 24
Occupations for cultural connection 6 20
Clinic-based Sensory Integration 6 24
NDT/ Bobath 5 20
Facilitation techniques 5 20
Sensory Integration in another setting 4 1
Expressive/ creative techniques 4 1
Electronic devices and technology 3 12
Orthotics/splinting 3 12
Training sensorimotor function 3 12
DIR Floortime 1 4
Equine assisted learning 1 4
Rhythmic movement for retained reflexes 1 4
Interagency training and support      1 4
Note:  ADLs=  Activities  of  Daily  Living;  CO-OP=  Cognitive  Orienation  to  daily  Occupational  Performance  approach;  NDT=
Neurodevelopmental  Therapy;  DIR  Floortime=  Developmental  Individual-difference  Relationship-based  Floortime;  supportive
techniques/counselling includes with child, caregivers, or family. 
Uses of play.        
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All  but  one  participant  (n=24)  reported  using  play  within  their  practice.  All
participants who used play in their practice used it to engage children (n=24) and to assess
their development (n=24). Other common uses of play were to assess children’s play ability
(n=23), to achieve non-play goals (n=23), and to build play skills (n=22).
Participants most frequently used play in their practice to engage children (79% of
play time-use). While slightly fewer participants used play to build play skills (n=22) than to
achieve non-play goals (n=23), those who used play to build play skills reported using play in
this way more frequently (68% of play time-use) than how frequently participants used play
to  achieve  non-play  goals  (66% of  play  time-use).  Data  on  participants’ uses  of  play  is
presented in Table 4.12, and data on playtime use is presented in Table 4.13. 
Table 4.12
Reported Uses of Play (n=25)
Use of Play        Participants
n                            %
As an engagement tool
To assess development







To achieve a non-play goal 23 92
To build play skills 22 88
As a reward



















n 24 24 23 23 22 19
Mean% 79 72 67 66 68 56
Min % 20 10 9 0 1 0
Max % 100 100 100 100 100 100
Format of therapy. 
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The most commonly used format for therapy was child-caregiver sessions (n=22),
followed by individual  child  sessions  (n=19),  and family or  group  sessions  (n=17 each).
Formats of therapy are presented in Table 4.14. 
Table 4.14
Formats of Therapy Used (n=25)
Format of Therapy Participants
n            %
Child-caregiver sessions (1 caregiver) 22 88
Individual child sessions 19 76
Family sessions (<1 family member) 17 68
Group sessions 17 68
Child-sibling sessions (1 sibling) 9 36
    School staff- child/class sessions 3 12
    School staff education/consult/collaboration 3 12
    Caregiver only session with third parties 1 12
    Caregiver only session 1 12
    Parent only education/ seminars 1 4
    Collaborative meetings with multiple agencies 1 4
Practices with children who are Māori.
 When  Māori  access  their  services,  participants  described  working closely  with
children’s  whanau (extended family or family group)  (n=9). This included consulting and
collaborating  with  whanau  and  tailoring  practice  to  their  collective  requirements  and
attributes. Participants described being led by whanau in how they delivered services, which
involved  being  aware  of  the  whanau’s  preferences  for  intervention  and  engagement.  A
number of participants reported observing  tikanga (Māori custom or lore) or practices they
perceived as culturally sensitive (n=7).  These practices included offering  karakia (prayer)
before feeding interventions, not wearing shoes inside, not touching client’s heads, not using
food as a play item, not sitting on tables, and observing whakawhanaugatanga (developing
relationships and relating well). 
The participants who reported they did not practice differently when Māori used their
services (n=4),  described how they considered cultural  factors for all  of their  clients and
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emphasised a client centred approach.  Please see Appendix A for full definitions of Māori
words. Practices with children who are Māori are presented in Table 4.15
Table 4.15 
 Practices Used with Children who are Māori
Practices Used Aotearoa Participants (n=16)
n %
Whanau collaboration 9 56






Te Reo used 3 19
Activities perceived as culturally relevant 2 12.5
Māori health services (opportunity to access) 2 12.5
Treaty of Waitangi principles respected 1 6
Māori health services (actual involvement) 1 6
Consider cultural needs in general 1 6
Flexibility in meeting times to involve whanau 1 6
Practice cultural safety 1 6
Visual resources provided for client education 1 6
Note: Please see Appendix A for full definitions of Māori words.
       Practices with children who identify as Aboriginal. 
When children who identify as Aboriginal access their services, participants reported
engaging and interacting with them and their families in ways that are different from other
children (n=6). This included using less verbal engagement, less eye contact, allowing more
time to build rapport, relating to the child as their family did, having culturally respectful
communications with family, doing more home visits, being more flexible with the timing
and location of therapy, and accommodating missed appointments. Participants also reported
differences in the activities used in therapy (n=3), for example ensuring play activities and
toys were culturally relevant and appropriate, and using more physical movement in therapy.
A participant who identified as Aboriginal described using a decolonising approach.
This participant described addressing power inequities between the client and themselves as
the health professional and discussing with clients the “science” behind occupational therapy,
assessments,  and  interventions,  in  relation  to  Aboriginal  world  views.  This  participant
described working with Aboriginal elders and service providers to build relationships with
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communities, and through these relationships providing services matched to the communities’
unique requirements and aspirations. 
The participants who reported that they did not practice differently when working
with clients who identified as Aboriginal (n=2) emphasised taking an individualised, client-
centred approach. Practices with children who identify as Aboriginal are in Table 4.16. 
Table 4.16
 Practices Used with Children who identify as Aboriginal 
Practices Used Australia Participants (n=9)
n %
Differences in client engagement/ interaction 6 67
Differences in activities used 3 33
No differences reported 2 22
Work with Aboriginal elders 1 11
Work with communities 1 11
Aboriginal health service providers (actual involvement) 1 11
Understanding family cultural ways 1 11
Understanding attachment in cultural context 1 11
Aware of cultural considerations in general 1 11
More assessment spiritual needs 1 11
Occupational Therapy Practice with Complex Trauma
The following results  are  from the  second half  of  the  survey,  which  focussed  on
participants’  practice  with  children  aged  0  to  12  years  who  had  been  maltreated  and
experienced complex trauma. 
The questions in this section of the survey were about the nature of issues which
participants addressed with the children, and which theoretical approaches, assessments and
interventions  they  used.  Participants  were  also  asked  about  how  prepared  they  felt  for
working with children who experienced complex trauma, and about the training, professional
and personal supports they would suggest for occupational therapists working with complex
trauma. 
Occupational Issues Addressed when Working with Complex Trauma
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The participants reported that when working with children who experienced complex
trauma  they  addressed  both  occupational  issues  related  to  complex  trauma  and  other
occupational issues (n=19). Findings about the specific practices used follows. 
Theoretical approaches used with complex trauma. 
The most commonly used theoretical approaches were  sensory-based (n=14). These
approaches  included  sensory  processing  approaches  (n=5),  Sensory  Integration  (n=3),
sensory  modulation  (n=3),  and  the  multisensory  approach  (n=2).  One  participant  simply
reported using a sensory approach (n=1). 
After  sensory-based approaches,  the  most  common  theoretical  approaches  were
occupational therapy models (n=7).  The Person-Environment-Occupation model (n=5) and
the Canadian Model of Occupational Performance and Engagement or earlier versions of this
(n=2) were most often reported. One participant described  using the Person-Environment-
Occupation  model  to  reflect  on  the  meaning  of  human  occupation  from  an  Aboriginal
perspective, and contrasting this to how human occupation is understood within occupational
therapy. Data about the theoretical approaches used with complex trauma are presented in
Table 4.17. 
Assessments used with complex trauma.
            Assessments of sensory processing (n=12) and observational assessments (n=12) were
the  most  common types  of  assessment  used  with  children  experiencing complex trauma.
Overall  the  Sensory  Profile  was  the  most popular  standardised  assessment  used  (n=8).
Observational assessment was completed either using Perceive Recall Plan Perform (n=3) as
an assessment framework, or without a particular tool specified (n=9). Observations occurred
across the child’s natural environments such as the kindergarten,  classroom,  or home,  and
included observations by educational staff and the broader therapy team. 
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The second most commonly used type of assessment was that of motor functioning or
development  (n=7)  with  participants  reporting  a  variety  of  assessments  of  which  the
Movement Assessment Battery for Children (n=3) was most popular. Table 4.18 presents data
on the assessments used with children with complex trauma. 
       Interventions used with complex trauma.
       Sensory-based  intervention  (n=13)  and play-based  intervention  (n=13)  were  most
commonly reported. Sensory-based interventions included sensory modulation (n=7), Sensory
Integration  (n=1),  and  those  that  were  not  specified  (n=5).  The  play-based  interventions
reported included  Developmental Individual-difference Relationship-based Floortime  (n=2),
play for building specific skills (n=2), play therapy, intervention regarding the selection of
toys, and play-based intervention which was not further specified (n=7). 
Following sensory- and play-based interventions, adapting and structuring the child’s
environment  (n=11) and client  education or  consultation (n=11) were the most frequently
reported  interventions.  Interventions  to  adapt  and  structure  the  environment  included
prescribing classroom equipment (n=2), visual schedules (n=3), using other visuals (n=2), or
were related to the timing of tasks (n=3). The interventions used by participants with children
who experience complex trauma are presented in Table 4.19. 
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Table 4.17
Theoretical Approaches used with Complex Trauma (n=25)
Theoretical Approach Participants 
n %
Sensory-based 14 56
Sensory processing    5 20
Sensory Integration 3 12
Sensory modulation 3 12
Multisensory 2 8
Sensory (unspecified) 1 4
Occupational therapy models 7 28
Person-Environment-Occupation 5 20
CMOP-E 2 8
Trauma-Informed or related 5 20
Motor related 5 20
Psychotherapeutic modality 5 20
Other approach 5 20




Māori or Aboriginal models 2 8
Psychosocial 2 8
Mindfulness 2 8
Note: CMOP-E= Canadian Model of Occupational Performance and Engagement; may also
refer to earlier versions of this, i.e. the Canadian Model of Occupational Performance. 
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Table 4.18
Assessments used with Complex Trauma (n=25)
Assessment Participants
n                 %
Sensory processing
       Sensory profile








       Observation (unspecified)







Motor functioning or development
       Movement ABC
      Alberta Infant Motor Skills
       Hammersmith Examination
       BOT of Motor Proficiency 2














       Ages and Stages Questionnaire 
       Bayley’s Scales










       Play-based (unspecified)

























Note: Berry VMI= Beery Buktenica Developmental Test of Visual Motor Integration; Bayley’s Scales= Bayley’s 
Scales of Infant and Toddler Development; Movement ABC= Movement Assessment Battery for Children; BOT 
of Motor Proficiency = Bruininks-Oseretsky Test of Motor Proficiency, Second Edition ; SIPDC= Symbolic and 
Imaginative Play  Developmental Checklist; SDQ= Strengths and Difficulties Questionnaire; CBCL= 
Achenbach Child Behaviour Checklist; HONOSCA= Health of the Nations Outcome Scales Child and 
Adolescent Mental Health. 
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Table 4.19
Interventions used with Complex Trauma (n=25)
Intervention Participants working with Complex Trauma
n %
Sensory-based
       Sensory modulation
       Unspecified










       Unspecified
       DIR Floortime
       Play for skill building
       Play therapy














       Visual schedule
        Time related 
        Visuals other
        Classroom equipment













Client education and/or consult
       Caregiver






























Note: DIR Floortime= Developmental Individual-difference Relationship-based Floortime.
Practices used with children who are Māori and experience complex trauma.
Most participants reported not practicing any differently when working with children
who are Māori,  and who experience complex trauma,  than with non-Māori  children who
experience complex trauma (n=4). 
The differences in practice with Māori children that were most commonly reported
regarded how whanau were engaged with (n=3). This included participant’s reports that they
identified who were the key family members to talk with, and that they were less expectant
that the client and whanau would attend clinic-based appointments. The next most common
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differences reported were the incorporation of tikanga (Māori custom/lore), te reo (Māori
language), and kapa haka (Māori performing arts) (n=2 each) in therapy sessions. Please see
Appendix A for full definitions of Māori words. Practices with children who are Māori and
experience complex trauma are in Table 4.20.
Table 4.20
Practices Used with Children who are Māori and Experience Complex Trauma 
Practices Used Aotearoa participants (n=16)
n %
No differences reported 4 25
Differences in whanau engagement 3 18.75
Use tikanga 2 12.5
Used te reo 2 12.5
Used kapa haka 2 12.5
Involved Maori mental health team 1 6.25
Culturally appropriate games 1 6.25
Identify any cultural issues 1 6.25
Increased outreach visits 1 6.25
Careful when gathering information about  whakapapa 1 6.25
Same as a Maori child with a developmental disability 1 6.25
Note: Please see Appendix A for full definitions of Maori words.
Practices used with children who identify as Aboriginal and experience complex
trauma.
More than half of the Australia-based participants (56%) did not provide data about
practice with children who identify as Aboriginal and experience complex trauma. Where this
question  was  answered,  the  differences  in  practice  that  were  most  commonly  reported
regarded how participants engaged and interacted with children and their families (n=5). This
included allocating more time to maintain engagement and build rapport, family involvement
being emphasised, having more third parties involved, having less focus on verbalising in
sessions, and allowing more time and flexibility in therapy. Participants also reported they
focussed  more  on  using  activities  in  therapy  (n=2)  such  as  drawing  or  play,  rather  than
talking. 
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Two participants reported they did not practice any differently when working with
children who identify as Aboriginal and who experience complex trauma, than from other
children. Practices with children who identify as Aboriginal and experience complex trauma
are in Table 4.21
Table 4.21
Practices Used with Children who identify as Aboriginal and Experience Complex Trauma
Practices used Australia participants (n=9)
n       %
Differences in client engagement/interaction 5 56
No differences reported





Used culturally relevant materials 1 11
Linking the child to their culture 1 11
Self-reported level of preparedness for working with complex trauma.
Most participants reported being somewhat prepared for working with children who
experience complex trauma (n=15). A further three felt they were adequately prepared, two
felt they were well prepared, and two felt unprepared. Table 4.22 presents data on participants
self-rated level of preparedness for working with children who experience complex trauma. 
Table 4.22
Self-Reported level of Preparedness for Working with Complex Trauma (n=25)
Level of Preparedness Participants
n %
Somewhat prepared 15 60
Adequately prepared 3 12







Note: Missing data= question was not answered.
 Reasons for self-rated level of preparedness.
Reasons participants provided for their self-rated level of preparedness follows. This
data are also presented in Table 4.23. 
Somewhat prepared.      
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 Amongst the participants who rated themselves as somewhat prepared (n=15), most
reported a lack of experience (n=10) for working with complex trauma. This included having
prior, but a lack of current experience (n=2). A number of participants (n=5) reported having
received training but still lacking confidence due to a lack of practical experience. Conversely
one  participant  reported  having  not  had  any  formal  training,  but  working  alongside
experienced colleagues had ameliorated this. 
The participants also expressed how challenging or overwhelming this area of work
can  be  (n=7).  Factors  that  participants  found  supportive  for  preparedness  were  having
practical experience (n=5), training (n=5), and having worked with other professionals who
specialised in this area (n=3). 
Adequately prepared.         
Two of the three participants who reported being adequately prepared reported that
they saw children who experienced complex trauma very frequently. Attending professional
development (n=3), supervision (n=1), and having a supportive multiservice team (n=1) were
other supportive factors reported. 
Well prepared.
The participants that rated themselves as well prepared (n=2) both reported having
extensive experience. One participant reported that she was highly skilled in the area, and the
other reported having had a lot of training. Supervision was also reported as a contributing
factor for being well prepared.
Unprepared.       
Both participants who reported being unprepared for working with complex trauma
(n=2) stated that their  service was not focussed on working with complex trauma. These
participants  reported  that  they  would  refer  children  experiencing  complex  trauma  to  be
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supported by other professionals or services. Another participant reported not being trained to
work with behavioural or mental health issues, or with children who have been maltreated. 
Table 4.23
Reasons for Self-rated Level of Preparedness (n=25)
Preparedness Reason Participants
n    %
Lack of experience 10 40
Somewhat n=15     Prior training but lack of experience 5 20
    Lack of experience (unspecified) 3 12
    Lack of current experience 2 8
Challenge of work 7 28
Practical experience 5 20
Training 5 20
Working with specialists 3 12
Not within scope of practice 2 8
Lack of training 2 8
Lack of specialists to work with 2 8




































Missing data 3 12
Note: Multiple reasons may be recorded for one respondent, even within one subcategory; Missing data= question
was not answered.
Suggested supports for occupational therapists practice with complex trauma.
 The supports participants suggested as needed by occupational therapists working
with complex trauma follows. This data is also presented in Table 4.24.
Training suggested.      
 Training regarding intervention was most frequently suggested (n=9). This included
training  about  strategies  for  working  with  abuse,  strategies  for  addressing  violent  or
aggressive behaviour, psychotherapeutic modalities, attachment-focussed interventions, and
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using  sensory-based approaches. There were a number of suggestions about the format of
training (n=9), with practical training emphasised (n=5). Specific suggestions for practical
formats of training included having video examples of intervention techniques, opportunities
to practice the theory, follow up from trainers, and post-course homework. Other frequent
suggestions for training  regarded Trauma Informed  practice (n=5),  and  about  the  support
services available (n=5). 
Professional supports suggested.       
Supervision was suggested by 23 participants,  with the importance of regular  and
specialised supervision emphasised. Also reported as important was knowing where to access
support, participating in professional groups or gatherings specific to complex trauma, and
having opportunities either in supervision or within professional groups to share cases and
engage in shared problem solving (n=7 each). 
       Personal supports suggested.      
The  most  commonly  suggested  personal  support  was  being  able  to  debrief  with
someone (n=6).  The people  to  debrief  with  ranged from colleagues,  to  supervisors,  to  a
manned  helpline,  or  to  just  another  person  in  general.  One  participant  described  the
importance of having a workplace that is supportive of debriefing. Other personal supports
suggested including using personal self care and management activities (n=3), as well as the
availability of counselling (n=2) or time and space to process (n=2). 
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Table 4.24
Suggested Supports for Occupational Therapy Practice with Complex Child Trauma (n =25)

















Knowledge of where to access support
Professional groups 
Shared problem solving
Working in a team
Peer support












































Time and opportunities to process
Availability of counselling











Missing data 1 4
Note:  Multiple  suggestions  may  be  recorded  for  one  respondent,  even  within  one  subcategory.  OT=
occupational therapy. 
Conclusion
This  chapter  has described the results  of  the survey,  which included demographic
information about the 25 participants; information about their training, practice experience,
practice with children in general and with children who experience complex trauma; how
prepared  they  felt  for  working  with  children  who  experienced  complex  trauma,  and  the
supports they suggested for occupational therapists working with children who experienced
complex  trauma.  This  survey  contributes  towards  a  profile  of  occupational  therapists  in
Aotearoa New Zealand and Australia who work with children experiencing complex trauma.
The next chapter presents the findings from the interviews.
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Chapter 5: Interview Results
Introduction
             In Chapter Four the results of the survey were presented. This chapter presents the
results of the interviews. Semi-structured interviews were conducted with eight participants
who  had  worked  as  occupational  therapists  in  Aotearoa  New Zealand  or  Australia  with
children  from birth  to  12  years  old  who  had  been  maltreated  and  experienced  complex
trauma. The purpose of the interviews was to gather rich, qualitative data about participants’
practices with children who experienced complex trauma, and about their clinical reasoning
for the practices they used. Participants also shared data about their practice with children in
general,  and  about  the  supports  for  occupational  therapists  working  with  children  who
experience complex trauma. 
Three open questions  were asked in  the interviews. One question was about  their
practice  with  complex  trauma overall,  and  two  questions  were  about  their  practice  with
distinct  clients.  Three  main  themes  were  identified:  working  systemically  (sub-themes
include  responding  to  child  safety  concerns,  meeting  basic  needs,  and  working  with
caregivers);  occupational  therapy  practice  with  complex  trauma  (sub-themes  include
occupation-focussed  practices  and complex  trauma;  sensory-based practices  and  complex
trauma: successes and the risks;  the ‘how’ of practice with complex trauma; and clinical
reasoning: theory, observation, trial and error); and surviving and thriving in practice with
complex trauma. Each of these themes are described in this chapter.  
Working Systemically
A  systemic  ecological  framework  encourages  practitioners  to  address  how  the
environment  contributes  to  the  creation,  sustaining,  and  resolution  of  complex  trauma
(Adamson, 2005). The interview participants described practices that pertained to systemic
factors impacting on children. These practices included responding to child safety concerns,
meeting basic needs, and working with caregivers.  
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Responding to Child Safety Concerns 
Participants described how children in their practice were living, or had lived with
maltreatment long-term. Often the reason that children lived with maltreatment long-term,
was that the level of maltreatment had not meet the child protection threshold to move into
foster care. The following participant described how children in her practice often live with
maltreatment long-term:
So the trauma might not be sexual abuse and therefore, it can be difficult to prove if
the  child  needs  to  be  removed.   It  might  be  just  ongoing  emotional  neglect  or
emotional unavailability of parents, or some drug and alcohol use in the home, stuff
that doesn’t actually – because… child protection is an under resourced department
that it might not meet the threshold to remove the child. So working with families
where  they’re  teetering  kind  of  on  that  removing  the  children  type  response.
(Interview 3)
When  a  child  had  been  maltreated,  participants  were  often  confronted  with  their
concerns for the child’s safety. Such concerns included that the child could continue to be
maltreated, or that the child was engaging in high-risk behaviours. When faced with concerns
for  children’s  safety,  participants  were  aware  of  their  responsibility  to  report  to  child
protection  and  other  appropriate  authorities.  For  some  children  already  known  to  child
protection,  the  participants  implemented  interventions  to  prevent  the  child  from  further
maltreatment. The following participant made a safety plan for if a child encountered unsafe
persons at home: 
I guess safety around… emotional abuse and possible physical or sexual abuse, that
was never disclosed [to child protection], but knowing what was happening in her
home, where we suspected there was physical or sexual abuse happening. Negotiating
with people at school or her grandmother… like when she was afraid, what options
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did she have? What were the safe houses for her to go to? Or safe people? (Interview
2)
To prevent a child from being further abused by his mother, the following participant
worked with the child’s mother to increase self awareness and self-regulation:
A lot of the work was around building reflective functioning, and mentalising, which
is  the  key  thing  in  that  kind  of  work  often,  getting  the  mum to  think  about  her
thinking… and then being able to learn some skills to be more contained and be able
to know her own body cues of when she was going to become very distressed, and out
of control. (Interview 8) 
Meeting Basic Needs
When  children’s basic needs were  unmet,  participants engaged in practices to  have
these needs met.  Examples of basic  needs  that  were  unmet included children  not  having
breakfast in the morning, not having clean clothes, not being supported with toileting, and not
having an interested adult in their lives.  One participant described how for a long time, her
focuses with one family were “is this child being fed? Is he using the toilet? Is he able to
access just general things that a child should be able to access?” (Interview 5). 
Another participant described how her practices addressed the whole family’s basic
needs. This participant stated “I also did some really practical things to help as well whether
that  be  advocating  for  them around  their  bills,  or  trying  to  help  find  furniture,  or  food
vouchers, stuff like that. So … basic need interventions” (Interview 2). 
Participants’ clinical reasoning for engaging in basic need interventions was simply
that  basic  human  needs  must  be  addressed  before  other  goals  can  be  focussed  on.  The
following participant applied Maslow’s hierarchy of needs (1954) in her clinical reasoning for
engaging in basic need interventions with children who experience complex trauma: 
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[My clinical reasoning was around] like basic needs, like being fed, like having clean
clothes,  having regular showers. I guess in terms of Maslow’s hierarchy of needs,
some  of  those  basic  needs…  providing  practical  help  to  get  basic  needs  met.
(Interview 2)
Another participant’s clinical reasoning centred on how she prioritised client needs
within her practice; she described “…oh okay well if this child isn’t being fed, that’s priority
number one. It doesn’t really matter what my goals are. We need to look at this stuff and look
at those holistic type goals” (Interview 5). 
Working with Caregivers 
The  participants  acknowledged  that  the  support  they  could  offer  children  was
temporary. Often they stopped working with children before their occupational issues were
fully addressed, due to the requirement for participants to discharge clients, or due to changes
in the participants’ or children’s life circumstances.
As participants were conscious that their support was temporary, ensuring the child
had  people  who  could  support  them long-term was  a  priority.  The  following  participant
described how because occupational therapists’ support is temporary it is important they work
with caregivers:
I think one of things to happen too for OTs [occupational therapists] is we’re very in
and  out  in  children’s  lives,  and  if  we’re  really  wanting  to  get  something  more
sustainable going it is about working with those significant caregivers and supporting
them in their, building their sensitive, responsive relationship with the child because
they’re going to have much more contact. (Interview 8)
Working with caregivers was acknowledged by many participants as perhaps the only
way to achieve long-lasting change. Participants’ perceived that many of the challenges the
children experienced stemmed from problems within their care giving systems. The following
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participant described  how some issues may stem from  problems within the caregiver-child
relationship:  
 I  think  that  when  the  [occupational]  therapist  is  working  there  needs  to  be  that
recognition that it’s in the first relationship with the caregiver that many of the issues
need  to  be  gone  back  and  re-worked…  So  whoever  it  is  that’s  in  that  primary
caregiver  role,  I  see them as  incredibly crucial  to  engage them in the  therapeutic
space, rather than say work with the child on the child alone and do some kind of
magic [expect that the occupational issues will magically resolve]. (Interview 8)
Participants perceived that only caregivers had the control to address problems that
originated within the caregiving system. They also described how working with the child
alone would reinforce a false belief that the child was the source of their challenges. The
following participant described how working with the child without their caregivers places
the responsibility for change solely on the child: 
 And I feel by working with the children alone it’s scapegoating them, in terms of
them… the problem of sitting with them not necessarily in the family, and having the
expectation that this work is going to make a difference…. That they have to carry
responsibility to make a difference. (Interview 2)
However sometimes participants perceived that caregivers did not have the capacity
to support their child to benefit from occupational therapy. Where the participants perceived
that  the  caregivers  did  not  have  the  capacity  to  support  their  child  within  occupational
therapy, it was common for the participant to seek out other persons, groups, or services to
assist. As described by the following participant:  
 So we might identify that the carers can’t make the changes to support the child, to
regulate better or to feel more calm.  If the parents don’t have the capacity to do that,
who else can we bring into the family system?  Is it other formalised agencies?  Is it
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informal support like grandma or other friends, other people in that eco kind of circle
[in the child’s environment]?  Who else can we bring [in] and how can we support
them to feel comfortable to support the child? (Interview 3)
In such situations school was often used as a location for therapy, and as a source of
support  for  intervention. As a  result  interventions  around basic  areas  of  functioning that
would usually be addressed by family,  such as  toileting,  behaviour,  and social skills, were
implemented at school. A participant described how when working with one child “…I did a
school visit for him, gave strategies to school around behaviour management, just really basic
stuff…giving them clear  cut  strategies  around toileting  and appropriate  behaviour,  social
stories for different behaviours and things like that”  (Interview 5).  Providing occupational
therapy at school, but not at home was perceived by participants as not ideal because of the
lack of caregiver involvement. 
Participants reported a number of barriers for caregivers’ participation in occupational
therapy.  Some  caregivers  were  described  as  hesitant  to  engage  because  of  a  fear  of
professionals who worked within governmental systems, and could report to child protection.
Additionally,  some  caregivers were  described  as  being  overwhelmed  with  care
responsibilities. One participant described how a caregiver did not participate in occupational
therapy sessions, because “…one of the things the [foster] Mum really wanted was… because
she had [a number of] kids that she’s fostered… was to actually have a break. So we were
working with the kids without her there” (Interview 6).
It was described how caregivers faced challenges in their care giving roles, and that
they were often keen to discuss their struggles related to the child with the participant. One
participant described a situation in which these discussions dominated occupational therapy
sessions: 
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So from memory a lot of it was for his grandma having somebody that she could share
her story with and be felt listened to and acknowledge and give validation to how
tricky  it  has  been  for  her.  So  most  of  the  sessions  were  spent  talking  with  her.
(Interview 5)
Helping caregivers  to better understand and respond to challenging child behaviour
was by far the most common intervention participants used with caregivers. Most participants
described working with caregivers to understand children’s behaviour as impacted by trauma,
as a form of communication, and as driven by deep needs. The following participant helped a
grandmother  to  understand  her  child’s  behaviour  as  driven  by  anxiety  rather  than  by  a
diagnosis of oppositional defiant disorder: 
His grandmother had been saying to me that she's decided herself, she's kind of calls
me up and tells me, “Oh he's ODD [oppositional defiant disorder], he's ODD.”  And I
was thinking, “Well I'm not sure that he is deliberately trying to be defiant.  I think
there's tremendous anxiety there, and I think there's a tremendous need there,  that
there's a real deficit there- that he just… he doesn't feel secure.”… So we looked at
pathological demand avoidance…which is more what [describes how] what he was
[was] doing because of the fear, because it's actually a fear-driven response rather than
a defiant I'm-going-to-be-naughty response.  (Interview 6)
 Occupational Therapy Practice with Complex Trauma
In comparison to systemic interventions, the participants described practices  which
focus on client occupations and sensory-based practices as clear examples of the occupational
therapy role when working with complex trauma. The ‘how’ of implementing occupational
therapy practices was also described. 
Occupation-Focussed Practices and Complex Trauma
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The following participant described how as an occupational therapist, she focuses on
the occupations of children and parents. This participant stated “…as an OT [occupational
therapist]  I’m  always  thinking  about  the  way  in  which  I’m  working  on  supporting  the
parenting occupation, and I’m thinking about the children’s occupations as well, and really
interested in the moment-by-moment activities of the day (Interview 8). 
Participants’ practices  to  support  children’s  occupations  had two aspects:  building
performance  capacities  (skills)  needed  to  perform  the  occupation,  and  working  on  the
occupation directly. Examples of performance capacities that participants worked on were
motor skills and self-regulation. 
Self-regulation  was  the  most  frequently  addressed  performance  capacity.  The
participants  used  several  terms  for  self-regulation,  including  sensory-regulation,  arousal
regulation, emotional regulation, and improving impulse control. One participant described
how she used play to identify that a child had challenges with self-regulation. This participant
described that “…by doing games with him [the child] it was impulse control and low tone
that we found were the main concerns for his inability to do some tasks” (Interview 4). 
Play was almost always used by the participants to engage children in interventions to
address  performance  capacities.  Play  was  used  in  this  way  across  all  of  the  child's
environments, except for within mainstream schools. The following participant used games to
support the child’s development of impulse control: 
 One [game] that he really took to was we had flyswats and balloons, and so we’d
blow up balloons and we’d hit the balloons with the flyswats.  So he could hit it hard
but it didn't do much.  The balloon would just go whoosh.  And so we could work on
hitting hard, hitting softer and which works better. (Interview 4)
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  118
In regards to occupations that were addressed directly, Activities of Daily Living were
most commonly described. Activities of Daily Living that were addressed included sleep,
mealtimes,  personal  grooming,  bathing/showering,  and  toileting.  Interventions  related  to
toileting were often referred to, and were described in detail by two participants.
Children's difficulties with using the toilet were often perceived by participants as
linked  to  emotional  difficulties,  and  to  the  maltreatment  children  had  experienced.  The
following  participant  described  how a  child’s  low confidence  impacted  on  her  ability  to
request to use the toilet at school: 
Constantly not wanting to draw attention to herself so putting your hand up in class to
say she needs to go toilet, so she wouldn’t do that but then in wetting herself or even
poo-ing herself she does draw attention to herself. (Interview 2)
The  participants  used  multiple  strategies  and  approaches  within  toileting
interventions, such as social stories, child education, practicing task components, sensory-
based strategies, alerting the child to internal cues, practical supports for accidents at school,
tracking  toileting  habits,  and  adjusting  caregiver  expectations.   The  participants  who
discussed  toileting  in-depth  described using  a  team approach.  A team approach involved
people across all the child’s environments implementing the toileting strategies.
 In the case examples where participants described toileting intervention in detail, the
issues  of  incontinence  were  resolved.  One  participant  was  not  sure  about  which  of  the
strategies  used  contributed  to  resolving  a  child’s  incontinence.  She  recounted  how  “…
eventually it [the incontinence] stopped and I never understood, really… I mean I know that
stuff can be linked to anxiety… but I never really understood what made a difference to help,
that  particular  issue  anyway”  (Interview  2).  Another  participant  perceived  that  multiple
factors had contributed towards improving the child’s continence: 
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His need for social acceptance did help give him some control, but also the work that
we were doing around muscle tone control helped as well. So a lot of the games or
activities we were doing were helping with that proprioception and compensating for
the fact that he had low muscle tone, and just building awareness of, “when you do a
blow off actually it might be an indicator that you might need to do a poo. So alerting
him to what was happening in his tummy, “do you feel it, can you feel that it’s starting
to come?” (Interview 4) 
Sensory-Based Practices and Complex Trauma: Successes and the Risks
Participants  described  how  professionals  from other  disciplines  regarded  them as
having specialist knowledge about sensory processing: 
So I guess… you know, like, someone might not walk into our team and obviously
pick me as being an OT [occupational therapist], but I do work quite differently, I
guess, to other people in the team who are less confident with other modalities than
talking therapy.  And I guess OTs [occupational therapists] here are kind of known for
understanding  more  about  sensory  processing  issues  and  the  relationship  between
trauma and sensory processing. (Interview 2)
Being perceived as having specialist knowledge about sensory processing, participants
were commonly referred a child from another professional to address a child's challenges
using a sensory-based approach. The following participant articulated her experience of being
referred  children  to  provide  a  sensory-based  approach  after  other  treatments  had  proved
ineffective: 
 I  certainly  had  the  phenomenon  where  someone  would  have  referred  the  child
because nothing else had worked, so “can you see what you can do from the music
angle and the sensory angle with this child who has got lots of issues?” (Interview 7)
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When  participants  were  referred  children  from  another  professional  to  provide  a
sensory-based approach, often they came to the conclusion that the basis of the occupational
issue was trauma or early deprivation not sensory processing: 
So I came along and I was told that he probably has sensory issues… So I looked at
the sensory issues… So I was doing some food sensory stuff too because they said,
“he seems picky” but it was really because he just didn't have the experience of good
food in his past life. I think frozen chicken drumsticks, sort of thing, was sometimes
what he had to eat. (Interview 4)
Focussing on sensory-based approaches was perceived by some participants as a sub-
speciality within occupational therapy, for example the participants described whether or not
they were a “Sensory Integration therapist” (interview 8), or whether they had worked in a
“sensory-based practice” (interview 5). 
Four participants used sensory-based approaches in their practice with children who
experience complex trauma, and two reported having used sensory-based approaches in the
past.  The following participant described her experience of facilitating sensory modulation
groups as a clear example of the occupational therapy role with complex trauma: 
I [would] mostly run stuff around sensory modulation… it would be like “here’s a
range of sensory tools. Is it calming or alerting?... so how would you like to use some
of  these  tools  to  raise  your  level  of  alertness  or  calm…  when  you’re  feeling
dysregulated?” So that was probably a very clear OT [occupational therapy] role there
around sensory stuff. (Interview 3)
Participants  working  in  mental  health  used  sensory  modulation  strategies  only.
Participants who worked in paediatric roles often used strategies based on Ayres Sensory
Integration therapy (which include sensory modulation), and used other sensory modulation
strategies. 
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Participants’ clinical reasoning for using sensory modulation strategies was the belief
that  these  strategies  support  children’s  self-regulation.  One  participant  who  worked  in  a
paediatric role described her provision of sensory modulation strategies for self-regulation
with a child. This participant described “…he used to love going in the hammock and just
doing huge swings just to regulate himself… probably seven of ten times he’d come and he’d
regulate really well with me” (Interview 5). 
Having sensory-motor play activities and equipment available, which children could
either seek out or be guided to, was observed by participants to effectively support children’s
self-regulation. The following participant found that children were better able to regulate their
energy levels, and focus on sedentary activities,  after engaging in sensory-motor play:
Like when he discovered the jumping on the pillows, he would go back to it and he
actually does it until he’s tired and then he just lies on the pillows and sort of goes
“sigh”. And then he can come and do a sitting activity or, and a much more focussed
less movement activity, because he can actually stay on task. (Interview 6)
 Often  sensory  modulation  activities  were  completed  with  the  participant,  or  with
another  regulated  adult.  One  participant  observed  that  the  child  regulated  better  with  a
paraprofessional rather than herself on a particular day: 
When he was having his bad run of being really, getting… I couldn’t get him settle to
anything.  And he would settle much better for [the paraprofessional] than for me.  So
she  actually  took him into the  swing and just  did the  cuddle  swing,  and just  did
calming work with him. (Interview 6)
Some participants described how children’s self-regulation is  better addressed with
approaches that focus on the relational aspects of self-regulation. The following participant
described her opinion that occupational therapists often use sensory modulation approaches
without addressing the relational aspects of self-regulation: 
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And I think without the relational foundation, the sensory stuff really doesn’t hit the
mark. I think there’s too much of, throw kids into swings and hope it will regulate
them,  without  having  a  connection,  co-regulation  kind  of  idea.  That  it’s  actually
through another person that the child first learns to regulate. And that person needs to
be calm themselves and if their already distressed or hyperaroused, they’re not going
to be able to regulate with the best swinging action out there. (Interview 8)
The influence of relationship on self-regulation was observed by another participant
within her practice. Reflecting on her practice with one child, this participant described how
“…they [the child and caregiver] were coming for sensory regulation stuff, but really what
worked was his engagement with me because I was the only one who’d be able to engage
with him on his level” (Interview 5). 
Sometimes  sensory-based  practices  were  unsuccessful,  or  even  detrimental.  For
example, a Sensory Diet one participant prescribed proved ineffective due to a lack of follow
through at home: 
Sensory-based therapy which I didn’t see any real effect because the things we were
asking them to do at home… she did do a couple of things like looking at the more
calming hugs and taking that on board. That was probably it. (Interview 5)
 The experience of this  participant  (interview 5) illustrates the views expressed by
another participant (interview 3), that Sensory Diets were not always properly understood or
implemented  by  caregivers.  The  latter  participant  (interview  3)  sometimes  worked  with
parents to help them to more effectively implement Sensory Diets that had been prescribed by
other occupational therapists. 
In  two instances,  sensory-based interventions  had severe  and unexpected  negative
impacts, and children were observed to drastically regress in their development or behaviour.
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  123
The following participant described how a sensory-based intervention had such effects on a
child:  
…it seemed like everything was okay for maybe a couple of days… But his mum and
I  emailed  very  frequently…  And  she  was  frightened,  because  she  said  the
[intervention]  seemed to have unravelled something in him… she thought  he was
melting  down  much  more  often  than  usual…  So  he  lost  his  words,  he  lost
coordination in his hands… he would climb the cupboards, to find something in the
cupboard and then get stuck, and not be able to plan how to get down…. And toileting
got worse, so almost all of the boxes in terms of self-regulation functions got worse
rather than better. (Interview 7)
Another  participant  described  a  child  as  similarly  impacted  by  a  sensory-motor
intervention. This participant described how “…it actually triggered nightmares for him [the
child].  And also like settling him to sleep changed, so the sheets were wrong and the pyjamas
were wrong and it was the wrong pillow and everything just fell apart with that” (Interview
6). 
Both  participants  commented  on  how  sensory-based  practices  are  powerful  with
children who experience complex trauma. Reflecting on the situation described above, the
participant  from  interview  7  stated  “…it  taught  me  a  lot  about  how  body  oriented
interventions are really powerful, but so powerful” (Interview 7). In regards to the sensory-
motor intervention the participant in interview 8 had used, she explained: 
You have to be quite careful with the time of day that you do it [the intervention], and
with the frequency that you do [the intervention]… And because it can cause you to become
quite tearful, and quite emotional and stuff, because it seems to link in with age and stage…
So it can be quite impacting for them [children]. (Interview 6)
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It was commented on by another participant that when working with children who
experience complex trauma, special care must be taken when assessing the effect of sensory
processing  interventions.  When  applying  a  tactile  intervention  with  a  child  experiencing
complex trauma, this participant described how she would be “…really watching [to see] how
this child responds to firm pressure touch. Not that I wasn’t before…but I am much more
careful about strategies that may invoke a trauma memory for them [children who experience
complex trauma]” (Interview 1). 
The ‘How’ of Practice with Complex Trauma
When describing practices they used with children who experienced complex trauma,
the participants also described exactly how they implemented these. This included tailoring
the practices to how the child presented on the day. The following participant described how
the practices she uses must account for contextual factors impacting on the child on a given
day: 
We can have as many plans and ideas as you like but you have to take the kids you get
on the day….You don't know who's coming through the door, whether they've slept,
whether they've eaten, whether they've had a fight with their brother or sister and all
of those things whether it's, I don’t know, it’s raining or the wind is blowing, or it’s a
full moon.  So I might have goals or plans but I have to take the kid I get on the day.
(Interview 6)
 The most frequently described feature of how interventions were implemented, was
letting the child lead, but within reasonable limits. The participants would let the child lead in
therapy sessions in various ways. For example, the participant would follow the ideas the
child had for an activity,  or allow them to choose which activities  they engaged in.  The
following participant described how she would let the child lead the activities, and use these
child-led activities to work on therapy goals: 
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And when the child has an idea and wants to show you something then you go with
that,  you don’t  halt  it.  You then work with that,  and flex what  you’re doing [i.e.
therapy goals] to build that into whatever’s coming next. (Interview 7)
In careful balance with letting the child lead, the participant would choose activities
and control the direction of the activity. This was sometimes necessary where the choices the
child was making were not beneficial, or where the participant wanted to render a specific
outcome from the activity.  In an intervention to build play skills, the following participant
described how she would choose the theme of the play to avoid the children using simple
themes that would not challenge their learning:  
I was one of the players and I would prompt the guys. So I would say “what’s your
superpower?” or “what's our story line?”  So I would bring a planned story line into
the play instead of doing really simple story lines like killing everyone. (Interview 1)
 Participants’ clinical reasoning for letting the child lead within reasonable limits, was
that  this  creates  a  sense  of  safety  and  control  for  the  child.  The  following  participant
described  her  perception  that  letting  children  choose  their  play  activities,  within  limits,
created a sense of safety:
So creating a safe place where you don’t have to play it like this… you are given
options. But also too that there’s boundaries and structures. So it’s actually not okay to
grab all the dress ups so no one else can touch them, that it’s actually not okay to
come and push all the chairs over when people are pretending they are driving on the
alien ship… (Interview 1)
Another participant described how a sense of control was important for one child,
because of their maltreatment experiences:  
 It is interesting to reflect on now, that this little boy who had been, severely abused
and neglected as a tiny baby, was still so wired to have to control his environment, so
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noticing that meant that things just had to be done in a sort of the in-the-routine kind
of way, and playful way, without him taking the… it was a mixture… there’s giving
him the sense of control, but without him having control. So giving him choices along
the way within a set structure. (Interview 7)
Clinical Reasoning: Theory, Observation, Trial and Error
When  asked  about  their  clinical  reasoning  for  practices  with  complex  trauma,
participants  responded with  an eclectic  list  of  models and theories.  The most  commonly
reported related to theories of attachment and trauma. These two bodies of knowledge were
often used in combination. 
However  when  participants  described  their  practices,  their  clinical  reasoning  was
most frequently guided by observations. All of the participants used informal observation as
part  of their  assessment.  These observations were conducted during planned activities,  or
within  incidental  tasks.  The  following  participant  described  using  planned  activities  to
informally assess a child’s development: 
 So it was actually entering into his space, bringing in some structured activities into
that space to make observations about how he relates, what his level of functioning
was developmentally. And so it wasn’t like a formal assessment. (Interview 7)
Participants’ uses of sensory-based practices were also guided by their observations.
Specifically,  participants  were  guided  by  their  observations  of  the  child’s  responses  to
sensory experiences, and which sensory experiences the child gravitated towards. It was also
extremely common for participants to complete a Sensory Profile. 
Often  when  occupational  therapy  interventions  were  first  implemented,  the
participants would choose how to proceed based on how the child was observed to respond.
The observations  of  how a  child  was responding to  an  intervention  could  belong to  the
participant,  caregivers,  or a teacher.  This was often framed as a kind of “trial  and error”
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(interview 3) approach to therapy. One participant described this trial and error approach to
therapy when working with parents to understand their child’s behaviour:
We come with a range of hunches as to what could be causing behaviour and we
explore those things in a really curious way… It’s hit and miss.  A lot of the questions
[we ask parents to get them thinking about the child’s behaviour] don't land and we
just go, “all right, trial and error I suppose”.  (Interview 3) 
  The  participants  reported  measuring  the  outcomes  of  their  practices  based  on the
observed changes in the child's functioning across their environments. Changes in children’s
function within Activities of Daily Living were measured in concrete terms, such as the child
eating a greater number of foods. 
Changes  in  behaviour  were  observed  more  qualitatively  as  shifts  in  the  child’s
presentation and responses. For example when reflecting on changes in one child’s behaviour,
a participant described “…he has changed.  He will settle into tasks now and get him to stay
on task… he's beginning to engage and to do some of those things, which has been quite a big
shift for him” (Interview 6). 
Surviving and Thriving when working with Complex Trauma
The participants described their experiences of both surviving and thriving in practice
with complex trauma. They were presented with a number of challenges within this area of
practice through which they demonstrated resiliency, or simply survived. The participants
also  discussed supports for occupational therapists to thrive when practicing with children
who experience complex trauma.
Surviving in Practice with Complex Trauma
The participants described a number of challenges within their practice with complex
trauma. Firstly, participants were often not made aware that a child they were working with
had been maltreated.  One participant remained unaware that a child she was working with
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was  experiencing  neglect  until  an  agency  who  visited  the  home  alerted  her  to  the
maltreatment.  Other participants  identified  children’s  maltreatment  based  on  their
observations and knowledge of the child. The following participant outlined how she follows
up on her suspicions of child maltreatment:  
So it’s [maltreatment]on a need to know basis, so if you don’t really need to know that
information… which I find interesting as a therapist… because I would think if I was
working with that student, I would need to know it… so since I have increased my
knowledge in  what  trauma looks  like  for  children… I  will  then  go and  speak  to
[school] management or I will speak to [the school] welfare officer. Initially I might
speak to the teacher but if she doesn’t have an idea which can be the case, then I will
go and seek out someone who does have that information, because it’s not always in
the [student’s] file. (Interview 1)
In regards to reporting concerns about children’s safety,  the level of knowledge and
support participants had to do this varied. One participant described how in private practice
she struggled to find the right support and information to report her concerns about a child’s
behaviour. In contrast, the following participant described having good knowledge and a lot
of support in the government service she worked in to report and manage risks to children’s
safety: 
When we’re presented with really complex information that is reported to us around
risk, we are highly supported.  So we have some very clear processes about specific
incidents…. So obviously stuff  that  would meet  child protection threshold is  very
obvious but then we have things that are called restrictive practice…. We get a lot of
support  from  our  line  management  around  writing  those  reports…  We  have  a
completely different team that manages all of the risks and serious incidences and
they will liaise with us about what to do and how to respond. (Interview 3)  
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  129
Another challenge within practice was that children often presented with a range of
developmental  challenges,  and co-morbidities  such as autism spectrum disorder,  attention
disorders, developmental delay, or intellectual disability. Participants’ understanding of the
relationship between diagnosed conditions and complex trauma was multifaceted. 
Firstly, it was thought that diagnosed conditions could exist in parallel to trauma. For
example  a  physical  disability  was  addressed  separately  to  the  effects  of  maltreatment.
Secondly,  it  was  understood  that  the  developmental  impacts  of  complex  trauma  may
contribute to the diagnosis of conditions. Finally it was perceived that the developmental
impacts  of  complex trauma can be mistaken as the presence a  congenital  condition.  The
following  participant  described  how the  developmental  impacts  of  complex  trauma may
contribute to the diagnoses of conditions, or be mistaken for a congenital condition: 
Obviously abuse, neglect have a huge impact on development and I guess the other
thing  is  you  know  presentations  of  ASD  [autism  spectrum  disorder]  or  ADHD
[attention  deficit/  hyperactivity  disorder]  are  often  confused  where  there’s
developmental trauma. So developmental trauma can present, look like ASD or look
like ADHD and certainly our service has seen a lot of these kids getting diagnoses
where  the  trauma  background  hasn’t  actually  been  identified  or  talked  about.
(Interview 2)
Delineating which of children’s developmental challenges should be attributed to a
congenital condition, and which should be attributed to complex trauma, was experienced as
a  perplexing  factor  within  participants’ clinical  reasoning.  One  participant  described  the
challenge of assessing children who had a diagnosed condition, but whose challenges could
also be associated with complex trauma:  
I'm assessing  on  the  background  of  the  kids  [having  been  diagnosed]  with  ADD
[attention deficit disorder], and autism, and developmental delay, all of these things,
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some of which [the child] had, but the causation was so different. So I just felt like I
was really at sea really [felt disoriented], in a lot of ways with [the child]. And looking
at your results and thinking, “Well, is [the child] struggling with that because of an
actual condition or was it  because of the trauma or what’s at  the bottom of this?
(Interview 6)
In Australia, participants observed that children who experience complex trauma are
more likely to be funded within the National Disability Insurance Scheme if  they have a
diagnosed  condition.  One  participant  described  a  situation  in  which  she  thought  an
intellectual disability was the product of complex trauma rather than diagnosed congential
condition, but was faced with the dilemma of whether to bring this to attention given the
client’s funding to access her services was based on this diagnosis:  
So although the [child] I was working with had an intellectual disability he could talk
to me so I would query his intellectual disability, he could read some simple sentences
and  he  was  handwriting  some  simple  sentences  so  I’m  thinking,  “I  think  it’s
environmental  [caused  by  the  child’s  past  experiences  and  environments]”.  But  I
wouldn’t  have  been  able  to  see  him if  he  didn’t  have  the  [intellectual  disability]
diagnosis. So we held him there, we didn’t want to query it too much until we got a bit
more [therapeutic intervention] started for him. (Interview 4)
It was perceived by participants that when children were diagnosed with congenital
conditions,  complex trauma was often  not  acknowledged within the health  system or  by
caregivers.  The  following  participant  described  how  having  a  diagnosed  condition  may
prevent the child’s complex trauma from being recognised within the health system:  
I think many of the children are being diagnosed… because it’s gone down a very
medical model of you need to have these certain diagnoses, and then to access NDIS
[National  Disability  Insurance  Scheme],  mental  health  diagnoses  or  trauma  as  a
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diagnoses I don’t think, you wouldn’t get an NDIS package unless you frame it as
developmental issues… so I think a lot of those children are turning up in the NDIS
world but there is no recognition that trauma has been part of the history. (Interview 8)
Another  participant  described  how  a  child  being  diagnosed  with  a  congenital
condition can enable families to avoid addressing issues related to complex trauma: 
Some families  who come to  our  service  where  [complex trauma is]  what  we are
focussing  on,  who find  then  someone else  who gives  the  child  a  diagnosis  [of  a
developmental condition], [the family] kind of sack us, because it’s too hard. This
pattern of scapegoat-ing the child for problems that are happening within the family or
the bigger system. So that’s an area that troubles me a bit. Where kid’s are getting
diagnoses for things… and you know they may well have them but it’s not just about
diagnosing the child it’s about recognising the pattern of complex trauma, and how
that’s impacting on children’s function… the danger of a diagnosis is that that stuff is
never addressed or the things that are perpetuating that stuff. (Interview 2)
Finally, there was a strong acknowledgement among participants that working with
children who experience complex trauma is  personally taxing. It  was recognised that  the
therapist  can  be  affected  by  the  trauma  as  they  contain  it  for  the  clients  within  their
workspace. The following participant described the risk of vicarious trauma for occupational
therapists experiencing if they do not have the appropriate supports: 
You do become a container for a lot of the emotional distress that kind of happening
in that space… What happens in front of you, you can get caught in, if you’re really
empathetic and you are really trying to understand I think there and then you need
someone to be able to hold you in that. So I think trauma is one of those things that it
is easy to get burnt out and the vicarious trauma, if you’re not vigilant around looking
after your own wellbeing in it. (Interview 8)
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Thriving in Practice with Complex Trauma
Despite  the  challenges  of  working  with  complex  trauma,  more  experienced
participants  described  their  keen  interest  when  working  with  children  who  experience
complex  trauma.  These  participants  would  frequently  describe  challenging  situations
alongside expressions of fascination and care. The following participant described practice
with complex trauma as an area of interest: 
I just loved this whole little population because I could see that there was systemic
family stuff  of the biological family,  there was the systemic stuff  of the fostering
family,  and  then  there  was  all  this  other  systemic  stuff  that  government  services
dumped on, which this poor child didn’t need. (Interview 7)
To thrive in practice with complex trauma participants described practice supports
that they have had, or would have liked to have had. The most frequently described need for
support  was  to  have  someone  to  debrief  with  on  an  as-needed  basis.  The  participants
specified co-workers,  managers,  and supervisors  as  possible  people  with who they could
debrief. The following participant described debriefing with colleagues on-route to the office
after therapy sessions: 
This family lives an hour and 15 minutes away from where we work so that’s a lot of
chat in the car, a lot of debriefing, a lot of just going, “What the hell?”… and having
that is so helpful. (Interview 3)
Supervision was another support identified as needed when working with complex
trauma. Similar to the concept of debriefing, the main attributes of supervision sought by
participants  was  for  it  to  be  regular,  and  available  as  needed.  In  regards  to  supervisory
arrangements at her workplace, the following participant described “…so we have monthly
supervision  booked  but  I  can  seek  her  [the  supervisor]  out  whenever  out  I  need  her”
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(Interview 3). Another participant described how although she had regular supervision, she
missed being able to talk with someone about her practice on a more casual basis:  
I had a supervisor who, if this sort of thing came up… if it was that bad… I could go
and talk to them. But even on a day-to-day basis… like they certainly weren’t there
after every session to go “Whoa!” I didn’t have someone to just [say] “oh yeah, that
sucks” (Interview 5). 
Some  participants  identified  the  benefits  of  participating  in  a  professional  group
where they could  learn about  complex trauma practice and about  the client  services  and
resources they could access. These groups were also a resource where participants could seek
extra  support  with  client  challenges.  Overall,  being  engaged  with  people  who  have
experience with children who experience complex trauma was seen as important. 
In addition to the need for supervision and social support, participants described how
they  had  benefitted  from  professional  training  in  various  treatment  approaches.  These
trainings pertained to modalities of play therapy, Acceptance and Commitment Therapy, and
Sensory Attachment Intervention. 
The participants had also completed additional training pertaining to complex trauma,
and about infants’ and children’s mental health.  Some participants described how they first
learned  about  complex  trauma  through  professional  training  or  through  colleagues.  The
following participant described learning about complex trauma through a colleague when she
was working in mental health services: 
In that time I worked with a Clin Psych [Clinical Psychologist] who was very, very
experienced and he was the first person that I’d heard use the complex trauma word
and the DESNOS [Disorders of Extreme Stress Not Otherwise Specified]. (Interview
7)
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  134
Another participant learned about complex trauma through postgraduate training and
related study:
It’s really only until the last couple of years that I’ve done more research on it, and of
course  I  have  gone  back to  study,  that  I  have  learned [what]  the  effects  [are]  of
[complex  trauma]  on  brain  development.  And  then  hence  behaviour  and  socio-
emotional… So  it’s  more  than  just  intellectual  disability  or  more  than  just  ASD
[autism spectrum disorder] characteristics. (Interview 1)
As many participants had not expected to work with children experiencing complex
trauma, much of their trauma and mental health related training they engaged in after they
had worked with this population.  The participants described these trainings as illuminating
aspects of their previous practice experiences.
Conclusion
This  chapter  has  presented  the  results  of  the  interviews,  conducted  with  eight
participants who had worked as occupational therapists in Aotearoa New Zealand or Australia
with children from birth to 12 years old who had been maltreated and experienced complex
trauma. Three main themes were identified and described, including: working systemically
(sub-themes include responding to child safety concerns, meeting basic needs, and working
with caregivers);  occupational  therapy practice with complex trauma (sub-themes include
occupation-focussed  practices  and complex  trauma;  sensory-based practices  and  complex
trauma: successes and the risks;  the ‘how’ of practice with complex trauma; and clinical
reasoning: theory, observation, trial and error); and surviving and thriving in practice with
complex  trauma.  The  next  chapter  synthesises  and  discusses  the  survey  and  interview
findings to answer the research questions. Recommendations from the study are also made,
and the study’s limitations are outlined. 
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Chapter 6: Discussion
Introduction
Chapter  Five presented the results  of  interviews conducted with eight  participants
who  had  worked  as  occupational  therapists  in  Aotearoa  New Zealand  or  Australia  with
children experiencing complex trauma. The themes which emerged from the interviews were:
working systemically, occupational therapy practice with complex trauma, and surviving and
thriving in practice with complex trauma. This chapter synthesises and discusses the findings
of the ITEA process, and the survey and interview findings, to answer the research question:
how do occupational therapists in Aotearoa New Zealand and Australia work with children
from birth to 12 years old who have been maltreated and experience complex trauma? The
discussion is structured by the research sub-questions. Recommendations for occupational
therapy practice and research  are also made, and the limitations of the study are outlined. 
The Profile of Occupational Therapists Working with Complex Trauma 
All  of  the  study  participants  were  female.  This  reflects  the  occupational  therapy
workforce data  as  currently just  8% of occupational  therapists  in  Aotearoa New Zealand
(Occupational Therapy Board of New Zealand, 2017) and 8.9% of occupational therapists in
Australia (Occupational Therapy Board of Australia, 2018a) are male. 
The average number of years practice experience survey participants reported was 19
years, and 14 years of experience working with children. The interview participants’ practice
experience ranged from 10 years to more than 31 years. In comparison to current workforce
data in Aotearoa New Zealand (Occupational Therapy Board of New Zealand, 2017), and the
most recent profile of paediatric occupational therapy practice in Australia (Rodger et al.,
2005),  the  study participants  generally  had more  years  of  practice  experience  than  other
occupational therapists. 
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Community-based practice. 
Most participants worked in community settings. In total 80% of survey participants
worked  in  the  community.  While  occupational  therapists  historically  worked  in  the
community (Hyett, Kenny, & Dickson-Swift, 2018; Scaffa, 2013) community-based practice
became limited after the rise of the reductionist paradigm in the late 1940’s (Scaffa, 2013).
However as occupation re-emerged as the uniting purpose of occupational therapy, so did a
systems perspective  where  occupational  performance was  thought  best  understood in  the
context  of  people’s  everyday environments,  including within  their   communities  (Scaffa,
2013). 
Gronski et al., (2013) describe their vision for occupational therapists working in the
community  to  address  not  only  developmental  concerns  with  children  who  experience
complex trauma, but the factors that lead to further stress and trauma (Gronski et al., 2013). 
It was posited by Gronski et al., (2013) that occupational therapists can nurture relationships
between  health,  education,  and  child  welfare  systems,  to  address  the  unmet  needs  that
perpetuate complex trauma such as families having inadequate food and housing (Gronski et
al., 2013). 
The role of occupational therapists in addressing such systemic factors has also been
discussed by Fabrizi and Ponsolle-Mays (2018), and Leadly and Hocking (2017) in regards to
occupational  therapy  with  children  who  experience  poverty.  These  authors  posited  that
occupational therapists have a role in addressing systemic factors that impact on children,
such as access to food and sanitation, through transdisciplinary practices grounded in a public
health framework (Fabrizi & Ponsolle-Mays, 2018; Leadly & Hocking, 2017). 
Aligned with the ideas expressed in these articles, the interview were engaged with
meeting children’s basic needs for food and sanitation. Meeting these basic needs was seen as
a vital precursor to being able to implement other occupational therapy interventions. The
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interview participants also worked with the education system, using schools as a location and
a source of support for children’s engagement in occupational therapy. The importance of
occupational therapists nurturing relationships within the child welfare sector as suggested by
Gronski  et  al.,  (2013)  was  perhaps  highlighted  by  interview  participants  working  with
children for whom they had ongoing safety concerns. 
Addressing systemic issues and children’s basic needs, often fall outside the reason
that  children  are  referred  to  occupational  therapy  for,  or  outside  of  the  mandate  of
occupational  therapists’ organisation  or  service  (Gronski  et  al.,  2013).  The  viability  of
occupational  therapists’  role  in  bringing  together  health,  education,  and  child  welfare
services,  and  addressing  the  systemic  issues  faced  by  children  who  experience  complex
trauma, may require further dialogue within the profession locally.  
Participants worked in rural and regional areas.
Despite there being recruitment and retention difficulties with health professionals in
rural Aotearoa New Zealand (Goodyear-Smith & Janes, 2008) and rural Australia (Struber,
2004),  all  but  two survey participants worked in rural  or regional  areas.  A survey of 18
occupational therapy managers in rural and remote South Australia analysed the challenges of
practice  in  rural  and  remote  areas  (Boshoff  &  Hartshorne,  2008).  Most  occupational
therapists in rural and remote areas had worked in the service for 12 months or less, and
occupational therapy managers commented on the challenge of not having therapists with
practice experience or specialist expertise (Boshoff & Hartshorne, 2008). 
The survey participants in this present study each had at least 10 years of practice
experience. However it is possible that if children with complex trauma are more commonly
seen  by  occupational  therapists  in  rural  areas,  that  are  more  likely  to  work  with  an
occupational therapist who is relatively new to the service, or has less practice experience and
specialist skills for working with complex trauma. Rural occupational therapy services may
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benefit from planning how they will allocate children who have been maltreated to therapists
with the appropriate  skills  and experience.  Rural services may also benefit  from offering
professional development pathways for occupational therapists who may work with complex
trauma. Such training could begin during the induction of occupational therapists to rural
health  services,  with  basic  information  provided  such  as  how  to  identify  signs  of  child
maltreatment, and who in the service they can approach to seek support regarding the client. 
Children are most commonly school-aged.
Participant’s  mostly  commonly  worked  with  school-aged  children  (92%).  This  is
proportionally more than the most recent survey of paediatric practice in Australia in which
just  37.51% of  participants  worked  with  school  aged  children  (Rodger  et  al.,  2005).  A
contributing factor to this may be that the impacts of complex trauma on child behaviour and
school functioning (Downey, 2007) may become more apparent, and more problematic for
adults, as children enter school settings.
Continuing to  work with school-aged children who experience complex trauma is
important. However an increased emphasis on prevention and early intervention services for
infants and preschoolers who experience complex trauma is equally vital. Children under the
age of five are at most risk of maltreatment in both Aoteaora New Zealand (Unicef, 2019)
and  Australia  (Australian  Institute  of  Family  Studies,  2017).  Furthermore,  between
conception and the age of five, children who miss out on experiences of safety, regulation,
relationship,  and  developmentally  appropriate  care,  are  more  at  risk  of  mental  health
difficulties, and may be at a disadvantage for reaching their full potential (Brandt, 2014). 
Descriptions in the occupational therapy literature of practice with children under the
age of 5 who have been maltreated, or were at risk of maltreatment, include screening for
maltreatment or the risk of maltreatment (Bagatell & Hamill Pollard, 2010; Davidson, 1994;
Wright, 1994); providing intervention to address the functional and developmental impacts of
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maltreatment  (Bagatell  & Hamill  Pollard,  2010;  Davidson, 1994;  Macdonald & Helfrich,
2001; Wright, 1994); helping caregivers to strengthen their social support systems (Davidson,
1994;  Wright,  1994);  supporting  caregivers  to  have  realistic  expectations  of  their  child;
equipping caregivers with healthy and effective ways to shape child behaviour (Davidson,
1994); and facilitating caregivers to build their relationship with their children through play
(Wright,  1994)  and  co-regulatory  activities  (Bagatell  &  Hamill  Pollard,  2010).  These
descriptions of practice come from non-research articles, and article dating up to 24 years old.
Current and rigorous research focussing on occupational therapy practice with children under
the age of 5 who have been maltreated and experience complex trauma may support effective
early intervention. 
Children most commonly had developmental delays.
 Participants most frequently worked with children who experienced developmental
delay  (96%).  Developmental  delay  is  a  feature  of  complex  trauma  (van  der  Kolk,
2005).XChildren with developmental delays were also the most frequently seen client group
in the most recent survey of paediatric practice in Australia (Rodger et al., 2005). 
Additional training in Sensory Integration.
In  addition  to  their  undergraduate  training,  participants  most  commonly  reported
training in Sensory Integration. It was not possible to determine from the survey whether the
participants’ training in Sensory Integration pertained to Ayres Sensory Integration therapy or
to other sensory-based approaches. 
Given  the  apparent  volatility  of  how  children  with  complex  trauma  respond  to
sensory-based interventions, training about how to safely apply sensory-based interventions
with children who experience complex trauma is important. Interview participants described
how powerful  sensory-based interventions  can  be with  children  who experience  complex
trauma. While some children were observed to benefit from sensory-based strategies, there
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were instances where these had unexpected and adverse affects on the child. Occupational
therapists have commented in opinion-based articles that a mixture of trauma-informed and
sensory-based  training  is  important  for  occupational  therapists  applying  sensory-based
treatments with complex trauma (Koomar, 2009; Lynch, Ashcraft, & March Tekell, 2017). 
Clinical Practices Used with Complex Trauma
Inter-professional practice.
Within the materials reviewed in the ITEA process, examples of inter-professional
with children who experience complex trauma featured. Occupational therapists were often
working as part of inter-professional teams within comprehensive practice models (Burnell &
Vaughan, 2012; Perry, 2014; Steele & Malchiodi, 2012; Vaughan et al., 2016) and supported
other  professionals  to  understand  and  apply  sensory-based  practices  with  children
experiencing  complex  trauma (Burnell  & Vaughan,  2012;  Champagne  & Koomar,  2012;
Harley et al., 2014; May-Benson & Sawyer, 2016; Sanders et al., 2016; Sim, 2013; Steele &
Malchiodi, 2012; Vaughan et al., 2016; Warner et al., 2013). 
Inter-professional  practice  was  not  a  main  finding  in  the  survey  and  interviews
however. Furthermore there were no accounts of occupational therapists collaborating with
other  disciplines  to  apply  sensory-based  practices.  The  occurrence  of  inter-professional
practice with children who experience complex trauma locally, and the role of occupational
therapists within inter-professional practice with children who experience complex trauma,
may be an area for further research. 
Sensory-based practices and children in general practice.  
Survey participants  most  commonly  reported using sensory-based practices  within
their general practice with children. This data aligns with the most recent survey of paediatric
occupational  therapy  practice  in  Australia  in  which  sensory-based  theoretical  models,
assessments, and treatments, were among the five most common practices used across client
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groups (Rodger et al., 2005). It seems that sensory-based practices are commonly used by
occupational therapists, and are used with a variety of developmental conditions. 
While sensory-based practices are commonly used by occupational therapists within
general  practice,  there  appears  to  be  limited  empirical  evidence  that  these  practices  are
effective.  A recent  systematic  review regarding the efficacy of  Ayres  Sensory Integration
Therapy concluded that there is insufficient evidence that Ayres Sensory Integration improves
sensory-motor skills for children with Autism, as well as for other outcomes such as play,
language and social skills (Schaaf, Dumont, Arbesman, & May-Benson, 2018). The  review
did  garner  evidence  that  Ayres  Sensory  Integration  supports  children’s  functional  and
participation goals set using the Goal Attainment Scale however (Schaaf et al., 2018). The
review was completed in the United States of America, and geographical locations of the
studies reviewed were not identified (Schaaf et al., 2018). 
Sensory-based practices and complex trauma. 
Study participants’ use of sensory-based practices extended to children experiencing
complex  trauma.  In  particular  participants  used  sensory  modulation  strategies  such  as
Sensory Diets, sensory tools, and sensory-motor play for self-regulation. Participants’ use of
sensory modulation strategies with children experiencing complex trauma was reflected in
the  occupational  therapy  literature  reviewed  in  the  ITEA process,  where  Sensory  Diets
(Champagne, 2011; Perry, 2014, Warner et al., 2013), sensory tools, sensory-based activities
(Champagne, 2012; Harley et al., 2014; Perry, 2014; Sim, 2013), and sensory-motor play for
self-regulation (Dini, 2016), were used. 
The  empirical  evidence  supporting  the  use  of  sensory  modulation  strategies  with
children who experience complex trauma is emerging, but limited. In a study conducted in
the  United  States  of  America  with  individuals  aged  13 to  20  who experienced  complex
trauma, the use of sensory modulation strategies as an adjunct to psychotherapy within the
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Sensory  Motor  Arousal  Regulation  Treatment  (SMART)  approach  was  correlated  with
significant  reductions  in  internalising  symptoms  as  measured  by  the  Child  Behaviour
Checklist  (Warner  et  al.,  2014).  This  was  in  comparison  to  individuals  who  underwent
residential treatment as usual (Warner et al., 2014). This study was exploratory, and while a
matched control group was used, the treatment group was not randomised. The study also
needed a larger sample size to control for factors such as the age at which the trauma began,
and the number and types of trauma experienced (Warner et al., 2014). 
A recent study in Aotearoa New Zealand found that children and young people within
a hospital mental health unit reported significant improvements in their arousal levels directly
after using sensory modulation strategies within a sensory room (Bobier et al., 2015). In this
study the rates of seclusion used within the mental health unit more than halved in the six
month period after the sensory room was introduced, and the use of full restraints decreased
(Bobier  et  al.,  2015).  However  it  is  not  known  whether,  or  how  many,  of  the  study
participants experienced complex trauma. 
Sensory practices with complex trauma: a unique role for occupational therapists.
Participants in this study appeared to believe that providing sensory-based practices
was core to the occupational therapy role with children who experience complex trauma. For
example in the interviews, participants described sensory-based practices as clear examples
of  occupational  therapy  practice  with  children  who  experience  complex  trauma.  While
sensory-based practices are used to support children’s functioning in everyday occupations
(Fraser,  MacKenzie  &  Versnel,  2017),  focusing  practice  on  a  performance  component,
namely sensory processing, seems to echo the reductionist occupational therapy paradigm
adhered  to  in  the  mid-  19th century.  It  was  in  this  era  of  the  profession  that  Jean  Ayres
developed her theory of Sensory Integration (Kielhofner, 2009).
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Participants’ belief that providing sensory-based practices is core to the occupational
therapy  role  was  reinforced  by  the  beliefs  and  expectations  of  professionals  from other
disciplines.  For  example  interview  participants  described  how  professionals  from  other
disciplines  believed that  occupational  therapists  have  specialist  knowledge  about  sensory
processing, and referred them children to review from a sensory processing perspective. 
The  perception  from other  disciplines  that  occupational  therapists’ have  specialist
knowledge  about  sensory  processing,  and  the  expectation  that  this  could  be  applied  to
complex trauma, was also reflected in the occupational therapy literature reviewed in the
ITEA  process.  In  the  literature  reviewed,  authors  from  other  disciplines  described
occupational  therapists  as  having  specialist  knowledge  regarding  sensory  processing  (Da
Silva,  2011;  Vaughan et  al.,  2016)  and occupational  therapists  were sought  out  by  other
disciplines to provide sensory-based approaches (Harley et al., 2014; Sanders et al., 2016;
Perry, 2014; Warner et al., 2013). 
Play-based practices and complex trauma. 
Participants most frequently used play-based practices when working with children
experiencing complex trauma. In the survey participants used play-based approaches with
children experiencing complex trauma as frequently as sensory processing approaches. In the
interviews, play was used by all participants when working directly with children. Play was
most commonly used by participants as an engagement tool, or as a vehicle for children to
build their performance capacities. In the materials reviewed within the ITEA process play
was also often used as a vehicle for therapy (Champagne, 2012; Dini, 2016; Harley et al.,
2014; Lloyd, 2016; Sanders et al., 2016; Sim, 2016). 
The  occupational  therapy  literature  describes  the  impacts  of  maltreatment  on
children’s  play  (Cooper,  2000,  2009;  Wright,  1994).  In  Cooper’s  (2009)  study  of  110
preschool children in Australia, it was reported that children who had been maltreated scored
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as  having  significantly  lower  play  ages  on  the  Preschool  Play  Scale  (Knox,  1997),  and
demonstrated less enjoyment of play, less imagination during play, and less organised play
behaviour  (as  cited  in  Cooper,  2009).  Given  the  apparent  impacts  of  maltreatment  on
children’s play, there may be a role for occupational therapists to support the play skills of
children who experience complex trauma. 
Across the survey, interview, and ITEA process data, play-based practices used were
not  standardised  or  evidence-based.  In  the  survey  data  the  Child-Initiated  Pretend  Play
Assessment (Stagnitti, 2007), which is a standardised norm referenced assessment of play,
was used. The Symbolic and Imaginative Play Developmental Checklist  (Stagnitti,  1998),
which  is  an  informal  criterion  referenced  observational  assessment,  was  also  mentioned.
However the use of standardised play assessments by participants was the exception rather
than the  rule.  This  finding seems to  align  with  a  recent  study about  the  use of  play  by
occupational therapists in Ireland, Sweden, and Scandinavia, which found that occupational
therapists used informal and observational play-based assessments more than standardised
play-based assessments (Lynch, Prellwitz, Schulze, & Moore, 2018). 
Clinical Reasoning for Practices Used with Complex Trauma
Clinical reasoning for sensory-based practices. 
Participants’ clinical reasoning for using sensory-based practices was not based on
empirical research. For example interview participants’ clinical reasoning for using sensory
modulation  with  children  who  experience  complex  trauma  was  their  belief  that  sensory
modulation strategies improve children’s self-regulation. 
Within  the  ITEA process,  the  only  empirical  evidence  for  using  sensory-based
treatments with complex trauma cited was a study with adults who had been maltreated as
children (Kaiser et al., 2010). The ability to generalise the findings of this study to children
who experience complex trauma is not only limited by the fact that the study participants
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were adults, but that the Sensory Learning Program™ used in the study was dissimilar to the
practices being used with children such as Sensory Integration and sensory modulation. 
The  efficacy  of  sensory-based  approaches  with  children  who  experience  complex
trauma seems to have been posited based on two assumptions: that sensory-based treatments
have a therapeutic or remedial effect on the nervous system, and that because of this they may
be helpful in targeting the neurobiological impacts of trauma (Burnell  & Vaughan, 2012;
Holland & May-Benson, 2014; Perry, 2014; van der Kolk, 2015). For example in an article
reviewed  within  the  ITEA  process,  Holland  and  May-Benson’s  (2014)  rationale  for
combining Sensory Integration, attachment, and trauma approaches, was that sensory input
mediated by Sensory Integration therapy can effect long-term changes to brain functions,
including those impacted on by disruptions to attachment, and by trauma. 
This rationale for applying sensory-based approaches with children who experience
complex trauma may be supported by the views of psychiatrists such as Perry (2014) and van
der Kolk (2014). Perry (2014) promotes the use of sensory-motor activities to support self-
regulation,  on the premise that these activities can provide patterned, repetitive,  rhythmic
input, through primary somatosensory routes, which is known to regulate the neural networks
involved in the stress response. van der Kolk (2015) also promotes the use of sensory-motor
activities  with  complex  trauma,  based  on a  similar  premise  that  rhythmic  sensory-motor
activities can balance the responsiveness of the sympathetic nervous system with that of the
parasympathetic nervous system. However as already discussed the current evidence for the
effects of Sensory Integration approaches remains limited (Schaaf et al., 2018). 
When applying sensory-based practices, the participants’ clinical reasoning was also
guided by observation. In the survey, unstructured observational assessments were the most
common  form  of  assessment  with  children  who  experience  complex  trauma.  Interview
participants reported observing the child’s behaviour, and what sensory experiences the child
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sought out, to determine which sensory-based strategies would be appropriate. This style of
clinical reasoning appears to be aligned with Ayres’ (1975) original guidelines for Sensory
Integration  therapy.  Ayres  posited  that  each  child  is  driven by the  unique  needs  of  their
nervous  system,  towards  sensory  experiences  that  organise  and  regulate  their  brains  and
bodies  (Ayres,  1975).  Ayres  (1975) instructed  occupational  therapists’ to  be  observant  of
children’s responses to sensory experiences they choose to  engage with,  then shape their
engagement in a way that will optimise the child’s learning and development. 
Clinical reasoning for play as an end and play as a means. 
Play has been espoused within the occupational therapy literature as an important
occupation  for  children  since  the  1970’s  (Stagnitti,  2003).  In  particular,  a  volume  of
occupational therapy literature has been published promoting the use of play as a meaningful
goal for occupational therapy (Miller Kuhaneck et al., 2013). 
When play is the goal of an occupational therapy intervention, this can be regarded as
using “play as an ends” (Stagnitti, 2011, p.379). An example of play as an ends is where play
is used to assess and build a child’s play skills. Where play is used in occupational therapy as
a vehicle for intervention, this use of play may be regarded as “play as a means” (Stagnitti,
2011, p. 379). An example of using play as a means would be where playful activities were
used to assess a child’s development, or where playful activities were used to strengthen a
child’s self-regulatory abilities. 
In the survey the percentage of play time-use for using play as the end goal of therapy,
was more than the percentage of play time-use reported for using play as a means to achieve
non-play goals. However in the interviews participants more frequently described using play
as a means for non-play goals, such as improving self-regulation. A possible explanation for
this discrepancy between the survey and interview data about the uses of play, is that while
more occupational therapists are now aware of the importance of using play as an end goal of
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therapy, in practice more of their clinical time is devoted to using play as a means to achieve
non-play goals. This explanation would be aligned with the findings from the recent study of
the use of play in paediatric occupational therapy in Ireland, Sweden, and Switzerland (Lynch
et al., 2018) in which it was found that while occupational therapists now value play as an
occupation, they primarily use it in their practice as a means for achieving non-play goals. 
Using play as a means has been described as a valid use of play however, and is often
referred to as the art of therapy (Stagnitti, 2011). The use of play as a means with children
who experience complex trauma is also supported in the neuroscience literature (Gaskill &
Perry, 2014). In the neuroscience literature it is described how play can be used to provide
essential elements of trauma treatment for children, including a sense of mastery, control, and
a manageable amount of stress (Gaskill & Perry, 2014).  Play is also used as a means for
processing trauma within specific modalities of play therapy (Gil, 2010; Goodyear-Brown,
2019). 
Play-based,  sensory-based intervention: a promising practice for occupational
therapists?
In an empirical study in the United States of America which used a single-group, pre-
post test measures, followed by a quasi-experimental multiple time series measures, it was
found  that  play-based,  sensory-motor  activities  in  combination  with  Filial  Therapy  (a
modality of play therapy), guided by the Neurosequential Model of Therapeutics, improved
the social-emotional development and behaviour of 28 children who attended a therapeutic
preschool  (Barfield,  Dobson,  Gaskill,  & Perry,  2014).  As  reported  by  Barfield,  Dobson,
Gaskill,  and Perry (2014) gains were measured using the Preschool Social and Emotional
Developmental  Readiness  Index  (Gaskill,  Barfield,  Shields,  &  Theurer,  2003)  and  the
Achenbach Child Behaviour Checklist (Achanbach, 1991) and were retained at six months
for the first phase of the study. 
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Occupational therapists may be able to participate in providing such practices, given
the findings of the survey and interviews in this study included that occupational therapists
are using play-based, and sensory-based treatments with children who experience complex
trauma. To deliver the play therapy aspect of such treatments, occupational therapists would
either need to recruit a suitably trained play therapist, or gain suitable play therapy training
and certification. 
Cultural Safety in practice with Children who identify as Māori or Aboriginal
In both countries, the practices participants most commonly used for cultural safety
pertained to client engagement. In Aotearoa New Zealand these practices  involved working
closely  with  whanau  (family,  including  extended  family).  In  Australia  these  practices
included using a particular interaction style with the child and their family, and practices
aimed at maintaining family engagement with services. 
The issues of communication, relating to clients, and maintaining clients’ engagement
in services are one dimension of cultural safety (Papps & Ramsden, 1996). However cultural
safety extends beyond engagement with clients to negotiating power inequalities between
clients  and  health  professionals,  acknowledging  diverse  socioeconomic  and  historical
realities, and addressing the issue of racism (Papps & Ramsden, 1996). 
Impacts of colonisation on complex trauma under-addressed.
Across both countries the narratives of colonisation which are thought to impact on
child maltreatment within Māori whanau (Cooper & Wharewera-Mika, 2009) and Aboriginal
communities  (Atkinson  et  al.,  2014)  seemed  to  be  under  addressed.  Addressing  these
narratives in practice is an occupational therapy board requirement in Aotearoa New Zealand,
and will soon be required of occupational therapists in Australia. 
In Aotearoa New Zealand, occupational therapists are required to recognise the effect
of  historical  and  systemic  decisions  on  individuals,  their  choices,  and  their  occupational
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possibilities  (Occupational  Therapy  Board  of  New  Zealand,  2015).  In  Australia,  the
Australian occupational therapy competency standards 2018 (Occupational Therapy Board of
Australia, 2018b) specify that occupational therapists must acknowledge the negative impacts
of colonisation on Aboriginal persons to deliver accessible and culturally responsive services.
The  Australian  occupational  therapy  competency  standards  2018  will  be  active  from  1
January 2019 (Occupational Therapy Board of Australia, 2018c). 
The one participant who reported addressing the impact of colonisation on clients
identified  as  Aboriginal.  This  participant  described  the  first,  practical  steps  to  using  a
decolonising  approach  in  occupational  therapy  practice  as  working  alongside  Aboriginal
elders and service providers, in order to build relationships with Aboriginal communities.
Based on these relationships the occupational therapist was able to design services that were
congruent with what the community wanted and needed to do. 
Within  the  Aotearoa  New Zealand context  the  Tikanga advisors  for  Occupational
Therapy  New  Zealand-  Whakaora  Ngangahau  Aotearoa  (Rackie  &  Pahau,  2015)  have
described the Tūhono Tuatoru model of practice for optimal engagement with Māori clients.
This model describes practical steps for developing relationships with clients who identify as
Māori, that eventually can include working towards shared goals (Rackie & Pahau, 2015).
However  like in  the survey and interview data,  this  model  mainly addresses  practices to
support client engagement.  Discussion within the local literature about what occupational
therapists can practically do to address the impacts of colonisation within their every day
work,  may  support  occupational  therapists  in  fulfilling  this  aspect  of  their  professional
responsibilities.     
Colour-blind practice may be common.
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In both Aotearoa New Zealand and Australia survey participants commonly reported
not using any specific practices for cultural safety when working with children who identify
as Māori or as Aboriginal. In their general practice participants reported using a client-centred
approach with all children rather than specific practices for cultural safety. 
The  phenomena  of  participants  not  using  practices  for  cultural  safety  may  be
examined using the construct of colour-blindness from critical race theory (Zamudio, 2010).
Colour-blindness suggests that because in present times everyone has the same legal rights,
they also enjoy equal treatment and social equality (Zamudio, 2010). Approaching practice
with  this  perspective  may  constrain  the  provision  of  effective  and  culturally  responsive
occupational therapy with children who experience complex trauma, as colour-blindness does
not consider how ethnicity-related concerns and implicit racism perpetuate social inequalities
(Zamudio, 2010). 
Further  exploration  in  the  occupational  therapy  literature  about  whether  a  client-
centred  approach  delivers  equitable  outcomes  to  using  culturally  safe,  or  decolonising
practices, may support occupational therapists’ understanding of how to provide services that
promote  equitable  outcomes  with  clients  from  different  cultures,  including  clients  who
identify as Māori or Aboriginal. 
Under-representation of Māori and Aboriginal occupational therapists.
Participants  who  were  Māori  (n=0)  or  who  identified  as  Aboriginal  (n=1)  were
underrepresented  in  the  survey.  An  underrepresentation  of  Māori  occupational  therapists
could  constrain  the  provision  of  best  practice  services  with  children  who are  Māori  and
experience complex trauma. As stated in He Korowai Oranga (Maori Health Strategy) the
participation  of  Maori  health  professionals  in  the  health  sector  is  vital  for  suitable  and
effective  services  (Ministry  of  Health,  2002).  An  underrepresentation  of  Aboriginal
occupational  therapists  could  constrain  the  provision  of  accessible  and  culturally  safe
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services. The participation of Aboriginal health professionals is thought to support the access
of  Aboriginal  persons  to  primary  health  care  by  fostering  communication  and  providing
cultural  brokerage  (Bird  &  Henderson,  2005).  In  addition,  it  is  stated  in  the  National
Aboriginal  and  Torres  Strait  Islander  Health  Plan  2013-2023  (Australian  Government/
Closing  the  Gap,  2013)  that  Aboriginal  health  professionals  within  primary  health  may
support  the  delivery  of  culturally  safe  services  that  are  free  of  racism  (Australian
Government/ Closing the Gap, 2013). 
Suggested supports for Occupational Therapists working with Complex Trauma
Children present with a range of co-morbidities. 
Interview participants described how children with complex trauma presented with a
range  of  developmental  challenges  and  co-morbidities  such as  autism spectrum disorder,
attention deficient/  hyperactivity  disorder,  and intellectual  disabilities.  They described the
complex ways in which they came to understand the relationship between these diagnoses
and complex trauma, and that it could be difficult to delineate the impacts of the diagnosed
condition from complex trauma. The occupational therapy literature reviewed in the ITEA
process  also described children  presenting to  occupational  therapists  with  a  range of  co-
morbidities (Champagne & Koomar,  2012; Harley et  al.,  2014; Houdek & Gibson, 2017;
Perry, 2014; Sanders et al.,  2016; Warner, 2013), and discussed how it can be difficult to
discern the effects of a diagnosed condition from complex trauma (Atchison & Morkut, 2012;
Harley et al., 2010). 
While  the  diagnostic  criteria  for  Developmental  Trauma  Disorder  (van  der  Kolk,
2005) put forward by van der Kolk and colleagues for inclusion in the Diagnostic Statistical
Manual  fifth  edition  (DSM-5)  was  rejected,  a  range  of  other  diagnoses  which  describe
complex trauma symptoms were introduced (van der Kolk, 2015). These diagnoses included
Intermittent Explosive Disorder, Dysregulated Social Engagement Disorder (van der Kolk,
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2015), and criteria for Post Traumatic Stress Disorder criteria in preschoolers (Scheeringa,
2015). The finding in this present study, that children continue to present with a confusing
range of co-morbidities that are not trauma-related, may support the notion that the revisions
made in the DSM-5 do not fully address the impacts of chronic early life maltreatment on
children. 
Challenges to personal resilience. 
Practice with children experiencing complex trauma appeared to present challenges to
participants’ personal  resilience.  In  the  survey,  the  difficult  and  overwhelming  nature  of
practice with complex trauma was the second most common factor that negatively impacted
on participants’ sense of preparedness for working with complex trauma. The personal impact
of  working  with  complex  trauma  and  the  risk  for  vicarious  traumatisation  was  also
acknowledged in the interviews. 
Vicarious traumatisation describes the unhealthy transformations that can take place
in  a  person,  when  they  have  ongoing  empathetic  engagement  with  people  who  have
experienced trauma (McCann & Pearlman, 1989). As vicarious traumatisation occurs though
ongoing empathetic engagement with trauma (McCann & Pearlman, 1989), study participants
may have been particularly at risk, given some described high caseloads, and that the most
common timeframes for therapy reported were for more than two years (24%) followed by
six to 12 months (20%). 
The  risk  of  vicarious  traumatisation  for  occupational  therapists  practicing  with
children  who experience  complex  trauma was  not  described  in  the  occupational  therapy
literature. However vicarious trauma is well examined in the broader mental health literature
(Branson, 2018; Foreman, 2018; Huggard, Law, & Newcombe, 2017; Sanderson, 2013). In
Sanderson (2013) a  range of supports  to buffer  practitioners from experiencing vicarious
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trauma  are  suggested  including  self-care  activities,  having  appropriate  supervision,  and
adequate social support. 
Supervision and social support. 
Appropriate supervision and adequate social support were emphasised by participants
as needed by occupational therapists who work with complex trauma. In the survey, 23 of the
25 participants suggested the need for supervision. 
Professional  supervision  can  be  used  for  different  reasons.  For  example,  the
Occupational  Therapy  Board  of  New  Zealand  (2018)  describes  possible  functions  of
supervision to include critical reflection, professional development, learning about kaupapa
Maori,  increasing  cultural  competence,  and  monitoring  of  practice  with  reference  to
regulatory requirements. 
In  this  study  participants  seemed  to  describe  supervision  through  the  lens  of
“professional  development”,  and  “personal  survival”  (Beddoe  &  Davys,  2016,  p.23).  In
supervision conducted for professional development, the supervisor commits to supporting
the career and skill development of the person they are supervising (Beddoe & Davys, 2016).
For example participants emphasised the need for a supervisor who had specialist skills who
could support their practice with complex trauma. In supervision conducted through the lens
of  personal  survival,  the  supervisor’s  role  is  to  provide  a  buffer  for  the  person they  are
supervising  from the  emotional  impacts  of  their  practice  (Beddoe  & Davys,  2016).  For
example, in the survey and the interviews having a supervisor who participants could debrief
with about the emotional impacts of practice was described. 
The importance of having someone to debrief with about practice experiences, not
just within supervision, but also with supportive colleagues, was emphasised in the survey
and the interviews. Social support, both within and external to the supervision relationship, is
thought as important in practice with complex trauma for promoting practitioners’ resilience
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(Adamson,  2011). In addition,  the social  supports  participants’ suggested included special
interest groups, professional forums, and having opportunities to share cases and problem
solve with other professionals. Adequate social support within the workplace, opportunities to
get new perspectives about clients from colleagues, and adequate supervision were reported
to buffer the emotional impacts of practice, in a qualitative study with a group of Australian
Psychologists who were working with children experiencing complex trauma (Edwards &
Karnilowicz, 2012).   It is possible that participants working rurally had difficulty accessing
supervision and social support, given in rural allied health practice a lack of management,
supervision, mentoring, and general professional isolation are common challenges (Struber,
2004). 
Practical training about treatment approaches. 
When asked to suggest trainings that occupational therapists would find useful when
working with complex trauma, survey participants most commonly suggested training about
treatment approaches.  Practical formats of training were also emphasised,  such as having
opportunities to practice the strategies learned, and follow up from trainers to help integrate
their learning into practice. 
In the interviews, participants discussed trainings about trauma treatment approaches
that they had found helpful. To a lesser degree, study participants suggested training about
complex trauma, and related topics such as attachment and children’s mental health. Within
the  trauma counselling  literature,  continued  professional  training  is  regarded  as  vital  for
keeping  practitioners  informed  in  regards  to  treatment  strategies,  supporting  their
understanding of trauma, and overall improving their personal resilience (Sanderson, 2013). 
An advanced scope of practice. 
Due to increased pressures on the health and social welfare systems, the traditional
boundaries of the occupational therapy role are being challenged and occupational therapists
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need to respond with flexibility and responsiveness (Occupational Therapy Board of New
Zealand, 2016). In this study it was found that occupational therapists were working flexibly,
sometimes on what might be considered as the fringes of occupational therapy practice, to
address the needs of children and families who experience complex trauma. 
Given  the  apparent  complexities  and  challenges  of  practice  with  children  who
experience complex trauma, this  may be considered what Occupational Therapy Australia
(2017) terms an “advanced scope of practice” (p.7). An advanced scope of practice involves
practice activities that require a high level of skill, and usually extend on the core scope of
occupational  therapy  practice  (Occupational  Therapy  Australia,  2017).  For  example,
practitioners must be able to engage in complex clinical reasoning with a level of autonomy,
or manage high risk practice circumstances (Occupational Therapy Australia, 2017). 
The  study  findings  included  that  participants  were  engaging  in  complex  clinical
reasoning to understand the presentations of children with multiple diagnoses. They were also
engaging in circumstances of risk where there were child safety concerns. In addition, some
participants may have been working in professional isolation,  in private practice,  or as is
common within rural settings (Struber, 2004). 
The Occupational Therapy Board of New Zealand (2016) caution that occupational
therapists undertaking practice that extends beyond the traditional occupational therapy role
must have the appropriate credentialing, education, experience, authorisation, and supervision
(Occupational Therapy Board of New Zealand, 2016). 
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Likewise Occupational  Therapy Australia  (2017) expounds,  “when undertaking an
advanced scope of practice role, there is a need for leadership, governance, and evaluation to




 Internal credentialing by an employer
 Professional supervision and/or monitoring, and
 Teaching and research activities, to maintain professional standards” (p.7)
Actions required to support the safe and effective practice of occupational therapists’
with children who have been maltreated and experience complex trauma in Aotearoa New
Zealand and Australia based on the findings of this study will now be described, in addition
to recommendations for future research and advocacy. 
Recommendations
Recommendations for Practice
It  is  recommended that  practice  with  children who experience  complex trauma is
recognised as an advanced scope of  practice in  Australia.  Aligned with the Occupational
Therapy Board of New Zealand’s (2016) position statement on the practice boundaries of
occupational  therapists,  in  Aotearoa  New  Zealand  it  is  recommended  that  practice  with
children who experience complex trauma is recognised as a role-emerging specialty, which
challenges traditional practice boundaries, and requires appropriate education, credentialing,
authorisation, and supervision. 
Employers  who  are  recruiting  occupational  therapists  to  work  with  children  who
experience complex trauma, are advised to require that applicants have a minimum of two
years of relevant occupational therapy experience, for example in paediatrics or in child and
adolescent mental health. 
Training and Education
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  157
Prior to, or as occupational therapists commence practice with complex trauma, it is
recommended  that  they  engage  in  additional  training  relevant  to  working  with  complex
trauma. The provision of ongoing professional development, beginning during occupational
therapists induction period, may be especially pertinent in rural health services. 
Training  about  the  symptoms  of  complex  trauma  is  recommended.  This  training
would  include  how  the  symptoms  of  complex  trauma  present  from  an  occupational
perspective, and the neurobiological mechanisms that create and maintain complex trauma
symptoms.  Such training should also include the similarities  and differences  between the
symptoms of complex trauma and common childhood diagnoses such as attention deficit/
hyperactivity disorder and autistic spectrum disorder. 
Before any sensory-based practices are used, training about how to safely apply these
practices with children who experience complex trauma is imperative. Training that combines
trauma-informed  and  sensory  processing  approaches  has  been  suggested  in  the  literature
(Koomar, 2009; Lynch, Ashcraft, & March Tekell, 2017). 
Training is also recommended about evidence based, occupation-focussed practices,
that occupational therapists can use with children who experience complex trauma. These
trainings  should  emphasise  case  examples,  and  opportunities  for  trainees  to  practice  the
learned  strategies.  In  addition,  training  should  be  followed  by  mentoring  and  monitored
practice until the trainees have satisfactorily integrated their learning. 
It is also recommended that training is conducted with occupational therapists about
how to apply culturally safe practices when working with children who are Māori, or who
identify as  Aboriginal,  and who experience complex trauma.  The content  of  this  training
would include the differences between client-centred and culturally safe practice. The content
of this training should also include how occupational therapists can recognise the cultural
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narratives of clients who identify as Māori or Aboriginal within their practice, including the
impacts of colonisation on wellbeing. 
It is recommended that entry level program curriculum includes how to identify child
maltreatment and the symptoms of complex trauma. This curriculum would also include how
to report a child safety concern, and the local services that occupational therapists can refer
children to. It is also recommended that education be provided about the career pathways
available for those who should wish to specialise in practice with complex trauma. 
Supervision
To complement  additional  training,  occupational  therapists  working with  complex
trauma  require  appropriate  supervision.  Occupational  therapists  who  have  considerable
experience and practical skills for working with complex trauma,  and are  able to provide
emotional support and debriefing, are recommended to consider becoming a supervisor to
other occupational therapists working in this field. Potential supervisors could advertise their
availability for supervision in their workplace, or via relevant professional groups.  
Social Support
In addition to supervision, it is recommended that occupational therapists have access
to  a  professional  community  that  focuses  on occupational  therapy practice with  complex
trauma. In this community there should be opportunities for participants to ask questions
about practice, share ideas, receive and give emotional support, and present cases for group
problem solving. 
During this study the author was part of founding a Facebook group which focuses on
occupational  therapy  practice  with  complex  trauma.  This  group  is  used  by  occupational
therapists  to  ask  questions  and  share  ideas  about  practice,  and  about  relevant  training
opportunities.  Its  online  format  possibly  increases  the  accessibility  of  support  for
occupational therapists who work in regional and rural areas. 
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Groups that meet in-person may also benefit so that occupational therapists can share
cases,  engage  in  group  problem  solving,  and  build  supportive  relationships  with  other
occupational therapists who work with complex trauma. Such groups could also engage in
advocacy activities, for example regarding the recognition of developmental trauma disorder
within diagnostic criteria. 
Advocacy
It  is  recommended that any further efforts  to have developmental trauma disorder
recognised within diagnostic criteria is supported by occupational therapists. The recognition
of developmental trauma disorder as a valid diagnosis may prevent the current confusion
regarding  children’s  co-morbidities,  and  facilitate  the  funding  and  support  from  service
providers necessary for occupational therapists to optimally address the challenges faced by
these children and their families. It may also provide a strengthened basis from which to
research the efficacy of occupational therapy practices on complex trauma symptoms.    
Research 
Research  is  reported  as  already  underway  about  the  potential  co-occurrence  and
relationship between sensory processing difficulties and complex trauma. That research may
be vital in validating or disconfirming occupational therapists’ clinical reasoning for using
sensory-based practices with complex trauma. 
Empirical research about the efficacy of sensory-based practices with complex trauma
is recommended, particularly regarding sensory modulation practices for the purposes of self-
regulation, and the use of combined play and sensory-based approaches. Given the potential
for  occupational  therapists  to  support  children’s  play  as  an  end  goal  of  therapy,  further
research  into  specific  approaches  that  can  be  used  to  support  the  play  of  children  who
experience complex trauma is also recommended. 
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Finally,  further  research  that  focuses  specifically  on  occupational  therapy practice
with children who are Māori, or who identify as Aboriginal, and who experience complex
trauma  is  recommended.  In  Aotearoa  New Zealand  research  that  uses  a  kaupapa  Māori
approach  (theoretical  position  based  on  Māori  philosophy  and  principles)  is  advised,  to
ensure that these projects deliver on their intended outcomes to Māori communities (Health
Research  Council  of  New  Zealand,  2015).  The  Guidelines  for  Researchers  on  Health
Research Involving Māori (version 2) (Health Research Council of New Zealand, 2010) must
also be observed. In Australia, this research must observe the National Health and Medical
Research Council’s (2003) Values and Ethics: Guidelines for Ethical Conduct in Aboriginal
and Torres Strait Islander Health Research. 
Study Limitations
Limitations  to  the  survey include  a  small  sample  size  (n=25),  with  a  majority  of
Aotearoa-based  participants  (64%)  that  may  limit  the  generalisability  of  the  study  to
occupational therapists in Australia. The sample was not random, and used a purposive self-
select  method.  A  potential  source  of  bias  was  that  sampling  was  conducted  through
Occupational  Therapy  Australia  and  Occupational  Therapy  New  Zealand-Whakaora
Ngangahau  Aotearoa  member  networks.  A further  potential  source  of  bias  is  that  the
researcher is known within the special interest group that the survey was distributed through
in Aotearoa New Zealand. It  was not possible to calculate a response rate as there is no
previous workforce data about occupational therapists that work with children experiencing
complex trauma in Aotearoa New Zealand or Australia. 
Data from participants who partially completed the survey were not  analysed and
information about occupational therapists who did not respond to the survey is unknown. The
survey was specifically designed for this study and its psychometric properties have not been
examined.  Because  little  evidence  is  available  about  occupational  therapy  practices  with
OCCUPATONAL THERAPISTS’ PRACTICE AND COMPLEX TRAUMA                                                  161
children who experience complex trauma, it was not possible to use multiple choice questions
with a  selection of possible  occupational  therapy practices  with complex trauma.  Instead
open questions, with a greater possible range of answers, were used to gather data about the
theoretical  approaches,  assessments,  and  interventions  participants  used  with  complex
trauma. Where specific theoretical approaches, assessments, and interventions were referred
to, definitions of these were not provided. This lead to a lack of clarity in the data analysis for
some variables (e.g. in regards to the use of the term “Sensory Integration” in question 5).  
Limitations  to  the  qualitative  study  included  that  all  but  one  of  the  participants
worked in Australia. This could impact on the recognisability of the themes for occupational
therapists in Aotearoa New Zealand. Two of the interviewees were known by the researcher
through professional networks that possibly impacted on the nature of data shared. While
bracketing was used, the researcher’s experience as a paediatric occupational therapist, and
the  greater  length  of  time  she  has  worked  in  paediatrics  in  contrast  to  mental  health,
possibility  impacted on how she responded to data  in  the interviews and how data were
interpreted. The use of an external transcription service for three and a half of the interviews
could have impacted on the researcher’s immersion in the data during analysis. 
Summary
The aim of this study was to explore how occupational therapists in Aotearoa New
Zealand and Australia work with children aged 0 to 12 years old who have been maltreated
and  experience  complex  trauma.  Chapter  One  provided  a  background  to  the  study,  and
outlined the rationale for the study, the research questions, and the potential significance of
the study. In Chapter Two, the available materials about how occupational therapists work
with children who experience complex trauma internationally were reviewed systematically
using the ITEA process, using the Model of Human Occupation as a framework. In response
to  gaps  in  the research identified  in  the  review,  methods for  this  study were  outlined  in
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Chapter Three.  The methods described were for a mixed-methods study, grounded in the
occupational therapy paradigm by the Model of Human Occupation, which uses a survey and
interviews informed by descriptive phenomenology, to answer the research question: “how do
occupational therapists in Aotearoa New Zealand and Australia work with children aged 0 to
12 years who have been maltreated and experience complex trauma? The findings of the
survey and interviews were discussed in Chapter Four and Five respectively, then synthesised
and  discussed  in  Chapter  Six  to  answer  the  research  question.  Recommendations  for
occupational therapists’ practice, training and education, supervision, social supports within
practice, advocacy, and research were also made in Chapter Six, and the limitations of this
study were outlined. 
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Occupational Therapy Terminology 
Ayres Sensory Integration. 
An approach to understanding how sensory integration develops, how it may 
dysfunction, and to how it may be treated, which is guided by the knowledge and principles 
of Ayres Sensory Integration ™ (Smith Roley, Mailloux, Miller-Kuhaneck, & Glennon, 
2007).  
Sensory Integration therapy based on Ayres Sensory Integration. 
 Refers to where a Sensory Integration practice is reported, but with no description of 
how fidelity to Ayres Sensory Integration ™ was ensured.  
Sensory-motor play for integrated sensory processing or self-regulation. 
 Where physically active play is used for the purposes of improving children’s 
underlying sensory processing capabilities, or improving their self-regulation.  
Sensory desensitisation strategies.  
 Where specific items or strategies are used to reduce the intensity of which children 
experience specific sensory stimuli.  
Sensory modulation (verb). 
“The intake of sensation via typical sensory processing mechanisms such that the 
degree, intensity and quality of response is graded to match environmental demand and so 
that a range of optimal performance/adaptation is maintained” (Wilbarger & Muran 





Sensory modulation (noun). 
Humans habitually use strategies to modulate sensory information so that they can 
participate in their life activities (Champagne, 2008). When individuals are unwell these 
strategies may require more intentional focus (Champagne, 2008). Strategies to support 
sensory modulation include (but are not limited to) sensory diet, personalised sensory kits and 
supportive modifications to the physical environment (Champagne, 2008) 
Sensory Diet. 
A sensory diet is an individualised program which enables a child to address their 
sensory processing needs throughout the day (Wilbarger, 1995). The sensory diet provides 
the child opportunities to intake beneficial sensory input at frequent periods, supporting them 
to participate more fully in activities within their daily routine. A sensory diet should span 
each aspect of the child’s day, and across their living and learning environments (Nackley, 
2001). 
Sensory tool.  
 An item that is used by an individual for sensory modulation (see Warner, Koomar, 
Lary, & Cook, 2013)  
Sensory kit. 
 A box or bag of objects or items which an individual finds personally helpful for 
sensory modulation (see Warner et al., 2013; Champagne, 2012).  
Sensory cart. 
A large movable container of items which may be useful for different people, to 






 A sensory room is a room with environmental features and/or items which have 
sensory properties intended for a specific learning or therapeutic purpose. Sensory rooms can 
be used for emotional regulation (West, Melvin, McNamara, & Gordon, 2017) or to enhance 
individuals’ learning and engagement (Fowler, 2008).   
Activities of Daily Living. 
“Activities oriented towards taking care of one’s own body” may be referred to as 
ADLs or PADLs (personal activities of daily living) (Blesedell Crepeau, Cohn, & Boyt 
Schell, 2009, p. 1153). 
Maori Words 
Kapa haka (noun). 
“Concert party, haka group, Maori cultural group, Maori performing group.” (kapa 
haka, 2018, p.1) 
Karakia (verb).  
“To recite ritual chants, say grace, pray, recite a prayer, chant.” (karakia, 2018, p.1) 
Kaupapa Maori approach 
“A Kaupapa Maori base (Maori philosophy and principles), i.e. local theoretical 
positioning related to being Maori, such a position presupposes that: the validity and 
legitimacy of Maori is taken for granted; the survival and revival of Maori language and 
culture is imperative; the struggle for autonomy over our own cultural well-being, and over 
our own lives is vital to Maori survival” (Borreal, & Kaiwai, 2018, p.4). 
Mihi (verb).  
“To greet, pay tribute, acknowledge, thank” (Mihi, 2018, p.1) 
Pepeha. 
An introductory speech based on one’s whakapapa. (University of Otago, 2018) 
 
Te reo (noun) 
“The Maori language” (te reo, 2018, p.1) 
Tikanga (noun).  
“correct procedure, custom, habit, lore, method, manner, rule, way, code, meaning, 
plan, practice, convention, protocol - the customary system of values and practices that have 
developed over time and are deeply embedded in the social context” (tikanga, 2018, p.1) 
Whakapapa.  
Refers to one’s lineage, but also means to “place in layers” or to “create a base” 
(University of Otago, 2018, p.1) 
Whakawhanaungatanga (noun).  
“ process of establishing relationships, relating well to others” (whakawhanaugatanga, 
2018, p.1) 
Whanau (noun). 
“ Extended family, family group, a familiar term of address to a number of people - the 
primary economic unit of traditional Maori society. In the modern context the term is sometimes used 









Glossary References  
Champagne, T. (2008). Sensory Modulation & Environment: Essential Elements of 
Occupation (3rd Ed.). Southampton, MA: Champagne Conferences & Consultation. 
Champagne, T. (2012). Creating occupational therapy groups for children and youth in 
community-based mental health practice. OT Practice, Aug 6, 13-18.  
Blesedell Crepeau, E., Cohn, E. S., & Boyt Schell, B. A. (2009). Willard & Spackman’s 
occupational therapy (11th ed.). Philidelphia: Wolters Kluwer/ Lippincott Williams 
& Wilkins. 
Borreal, S. & Kaiwai, H. (2018). Community empowerment unit. Workshop 2: Kaupapa 
Māori Planning and Practice Jubilee Hall – Hobson Room 26th of June 2018 [power 
point presentation]. Obtained from S. Borreal [co-presenter].  
Fowler, S. (2008). Multisensory rooms and environments : controlled sensory experiences for 
people with profound and multiple disabilities: London ; Philadelphia : Jessica 
Kingsley Publishers, 2008. 
Kapa haka (2018). Retrieved from 
http://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanW
ords=&keywords=kapa+haka 
Karakia (2018). Retrieved from 
http://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanW
ords=&keywords=karakia+ 




Nackley, V. L. (2001). Sensory diet applications and environmental modifications: A 
winning combination. Sensory Integration Special Interest Section Quarterly, 24(1), 
1-4.  
Smith Roley, S., Mailloux, Z., Miller-Kuhaneck, H., & Glennon, T. (2007). Understanding 
Ayres' Sensory Integration.  
Te reo (2018). Retrieved from https://www.collinsdictionary.com/dictionary/english/te-reo 
Tikanga (2018). Retrieved from 
http://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWo
rds=&keywords=Tikanga 
University of Otago (2018). Mihi- introductions. Retrieved from 
https://www.otago.ac.nz/maori/world/te-reo-maori/mihi-introductions/index.html 
Warner, E., Koomar, J., Lary, B., & Cook, A. (2013). Can the Body Change the Score? 
Application of Sensory Modulation Principles in the Treatment of Traumatized 
Adolescents in Residential Settings. Journal of Family Violence, 28(7), 729-738.  
West, M., Melvin, G., McNamara, F., & Gordon, M. (2017). An evaluation of the use and 
efficacy of a sensory room within an adolescent psychiatric inpatient unit. Australian 
occupational therapy journal. doi:10.1111/1440-1630.12358 
Whakawhanaugatanga, (2018). Retrieved from https://maoridictionary.co.nz/word/12711 
Whanau (2018). Retrieved from 
http://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWo
rds=&keywords=whanau 
Wilbarger, P. (1995). The sensory diet: Activity programs based on sensory processing 
theory. Sensory integration special interest section newsletter, 18(2), 1-4.  
 
 
Wilbarger, J., & Muran Stackhouse, T. (1998). Sensory modulation: a review of the literature. 
























1 11/07/2016 EBSCO occupational therap* TX Boolean/phase 102 58 6 5 
  A search complete AND "complex trauma*" TX Search full text     
  AMED AND child* TX Jan 2011 - July 2016     
  CINAHL  Abstract available     
  E-Journals  English language     
  H source: N & A  Peer rv     
  Medline com  Acedemic journal     
  Psy articles       
  Psy & behavioural sciences collection       
  Social work abstracts       
  SocINDEX with full text       
2 26/09/2016 EBSCO occupational therap* TX Boolean/phase 14 3 7 1 
  A search complete AND maltreat* AB Search full text     
  AMED AND child* TX Jan 2011 - July 2016     
  CINAHL  Abstract available     
  E-Journals  English language     
  H source: N & A  Peer rv     
  Psy articles  Acedemic journal     
  Medline com       
  Psy & behavioural sciences collection       
  Social work abstracts       
 
 









      
Table 1 



















3 28/10/2016 EBSCO 




H source: N & A 
Psy articles 
Medline com Psy & behavioural 
sciences collection 
Social work abstracts 
SocINDEX with full text 
Psyc Info 
"occupational therap*" AB AND 








children 0-12 age range 
10 0 2 1 
        
        
        
4 29/10/2016 As above "occupational therap*" AB AND Boolean/phase 2 1 1 0 
   "toxic stress*" AB Jan 2011 - October 2016     
    Abstract available     
    English language     
    Peer rv     
    Acedemic journal     
    children 0-12 age range     
    Exclude book reviews     
5 29/10/2016 As above "occupational therap*" AB AND children 0-12 age range 0 0 0 0 
   "child maltreatment" AB Jan 2011 - October 2016     
    Abstract available     
    English language     
    Peer rv     
    Acedemic journal     
    children 0-12 age range     
6 29/10/2016 As above "occupational therap*" AB AND Boolean/phase 8 3 7 4 
   "maltreatment" AB AND      
   "child*" AB      
7 9/11/2016 As above occupational therap* AB Boolean/phase 7 2 2 1 
   "complex trauma*" AB      
   "child*" AB 
 
 



















8 10/11/2016 EBSCO 




H source: N & A 
Psy articles 
Medline com Psy & behavioural 
sciences collection 
Social work abstracts 
SocINDEX with full text 
Psyc Info 
occupational therap* TX 





10 2 7 2 
9 10/11/2016 As above occupational thearp* TX 





111 18 24 9 
10 16/11/2016 As above occupational therap* TX 
AND maltreat* AB 








A search complete 
AMED 
"occupational therap*" AB AND 





143 54 9 5 
     
     
12 16/11/2016 CINAHL "occupational therap*" AB AND Boolean/phase 2 1 1 0 
  E-Journals "toxic stress*" AB Abstract available     
  H source: N & A  English language     
  Psy articles       
  Medline com       
  Psy & behavioural sciences collection       
  Social work abstracts       
  SocINDEX with full text       
  Psy and behavioural sciences collection       









































13 16/11/2016 Academic Search Complete "occupational therap*" AB AND Boolean/phase 3 1 1 0 
  AMED "child maltreatment" AB English language     
  CINAHL  Abstract available     
  E-Journals       
  H source: N & A       
  Medline com       
  Social work abstracts       
  SocINDEX with full text       
  PsyInfo       
  Psy and behavioural sciences collection       
  PsyArticles       
14 16/11/2016 PsyInfo "occupational therap*" AB AND Boolean/phase 3 0 2 0 
   "maltreatment" AB AND      
   "child*"      
15 16/11/2016 PsyInfo "occupational therap*" AB AND  1 0 1 0 
   "complex trauma" AB      
   "child*" AB      
16 16/11/2016 PsyInfo "occupational therap*" AB AND Boolean/phase 44 0 9 1 
   "trauma*" AB AND Abstract available     
   "child*" English language     
17 23/11/2016 Academic Search Complete "occupational therap*" AB AND Boolean/phase 89 16 35 25 
  AMED "abuse*" AB AND      
  CINAHL "child*" AB      
  E-Journals       
  H source: N & A       
  Medline com       
  Social work abstracts       
  SocINDEX with full text       
  PsyInfo       
  Psy & behavioural sciences collection       
























18 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 42 9 0 18 
   "neglect*" AND "child*" AB NOT      
   cerebral palsy OR CP OR stroke or 
cerebrovascular accident TX 
     
19 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 153 28 3 82 
   "abuse*" AB AND      
   child* OR infant* OR bab*      
20 23/11/2016 All EBSCO AB "occupational therap*") AND 
(AB "maltreat*") AND (AB (child* 
OR infant* OR bab*)) 
Boolean/phase 8 4 0 3 
21 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 8 4 0 3 
   "maltreatment" AB AND      
   "child*" AB      




H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
"occupational therap*" AB AND 
"trauma*" AB AND 
 17 4 0 0 
       
24 30/11/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "complex trauma" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
25 30/11/2016 As above "occupational therap*" AB AND  0 0 0 0 
   "developental trauma" AB AND      





























H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
"occupational therap*" AB AND  9 1 2 0 
   post trauma*      
   child* OR infant* OR bab* OR 
toddler* OR newborn 
     
27 30/11/2016 As above "occupational therap*" AB AND  0 0 0 0 
   toxic stress* AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
28 30/11/2016 As above "occupational therap*" AB AND  1 0 0 0 
   "maltreatment" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
29 30/11/2016 As above "occupational therap*" AB AND  21 5 8 3 
   "abuse*" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
30 30/11/2016 As above "occupational therap*" AB AND  6 2 3 0 
   "shaken*" AB AND      
    child OR infant* OR bab* OR 
toddler* OR newborn 
     
31 30/11/2016 As above "occupational therap*" AB AND  4 0 1 0 
   "neglect*" AB AND      




     



















32 30/11/2016 As above "occupational therap*" AB AND  2 0 0 0 
   "rape*" AB AND      
   child* AND infant* OR bab* OR 
toddler* OR newborn 
     
33 30/11/2016 As above "occupational therap*" AB AND  1 0 1 1 
   incest* AB AND      
   child* OR infant* OR bab* OR 
toddler* OR newborn 
     
34 30/11/2016 30/11/2016 "occupational therap*" AB AND  37 13 5 0 
   substance*      




H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
child* OR infant* OR bab* OR 
toddler* OR newborn 
     
36 19/12/2016 As above "occupational therap*" AB AND Boolean/phase 19 10 4 1 
   "domestic violence" AB AND      
   child* AB      
37 19/12/2016 As above "occupational therap*" AB AND  4 2 2 0 
   "domestic abuse" AB AND      
































38 20/12/2016 EBSCO 




H source: N & A 
Medline com 
Psy articles 
Psy & behavioural sciences collection 
Social work abstracts 
SocINDEX with full text 




"occupational therap*" AB AND Boolean/phase 2 0 1 1 
  "foster care" AB AND      
  "child*" AB      
        
        
        
        
        
        
        
        
        
        
        
        
39 20/12/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "foster child*" AB AND      
40 20/12/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "out of home care" AB AND      





















1 11/07/2016 EBSCO occupational therap* TX Boolean/phase 102 58 6 5 
  A search complete AND "complex trauma*" TX Search full text     
  AMED AND child* TX Jan 2011 - July 2016     
  CINAHL  Abstract available     
  E-Journals  English language     
  H source: N & A  Peer rv     
  Medline com  Acedemic journal     
  Psy articles       
  Psy & behavioural sciences collection       
  Social work abstracts       
  SocINDEX with full text       
2 26/09/2016 EBSCO occupational therap* TX Boolean/phase 14 3 7 1 
  A search complete AND maltreat* AB Search full text     
  AMED AND child* TX Jan 2011 - July 2016     
  CINAHL  Abstract available     
  E-Journals  English language     
  H source: N & A  Peer rv     
  Psy articles  Acedemic journal     
  Medline com       
  Psy & behavioural sciences collection       
  Social work abstracts       
 
 









      
Table 1 



















3 28/10/2016 EBSCO 




H source: N & A 
Psy articles 
Medline com Psy & behavioural 
sciences collection 
Social work abstracts 
SocINDEX with full text 
Psyc Info 
"occupational therap*" AB AND 








children 0-12 age range 
10 0 2 1 
        
        
        
4 29/10/2016 As above "occupational therap*" AB AND Boolean/phase 2 1 1 0 
   "toxic stress*" AB Jan 2011 - October 2016     
    Abstract available     
    English language     
    Peer rv     
    Acedemic journal     
    children 0-12 age range     
    Exclude book reviews     
5 29/10/2016 As above "occupational therap*" AB AND children 0-12 age range 0 0 0 0 
   "child maltreatment" AB Jan 2011 - October 2016     
    Abstract available     
    English language     
    Peer rv     
    Acedemic journal     
    children 0-12 age range     
6 29/10/2016 As above "occupational therap*" AB AND Boolean/phase 8 3 7 4 
   "maltreatment" AB AND      
   "child*" AB      
7 9/11/2016 As above occupational therap* AB Boolean/phase 7 2 2 1 
   "complex trauma*" AB      
   "child*" AB 
 
 



















8 10/11/2016 EBSCO 




H source: N & A 
Psy articles 
Medline com Psy & behavioural 
sciences collection 
Social work abstracts 
SocINDEX with full text 
Psyc Info 
occupational therap* TX 





10 2 7 2 
9 10/11/2016 As above occupational thearp* TX 





111 18 24 9 
10 16/11/2016 As above occupational therap* TX 
AND maltreat* AB 








A search complete 
AMED 
"occupational therap*" AB AND 





143 54 9 5 
     
     
12 16/11/2016 CINAHL "occupational therap*" AB AND Boolean/phase 2 1 1 0 
  E-Journals "toxic stress*" AB Abstract available     
  H source: N & A  English language     
  Psy articles       
  Medline com       
  Psy & behavioural sciences collection       
  Social work abstracts       
  SocINDEX with full text       
  Psy and behavioural sciences collection       









































13 16/11/2016 Academic Search Complete "occupational therap*" AB AND Boolean/phase 3 1 1 0 
  AMED "child maltreatment" AB English language     
  CINAHL  Abstract available     
  E-Journals       
  H source: N & A       
  Medline com       
  Social work abstracts       
  SocINDEX with full text       
  PsyInfo       
  Psy and behavioural sciences collection       
  PsyArticles       
14 16/11/2016 PsyInfo "occupational therap*" AB AND Boolean/phase 3 0 2 0 
   "maltreatment" AB AND      
   "child*"      
15 16/11/2016 PsyInfo "occupational therap*" AB AND  1 0 1 0 
   "complex trauma" AB      
   "child*" AB      
16 16/11/2016 PsyInfo "occupational therap*" AB AND Boolean/phase 44 0 9 1 
   "trauma*" AB AND Abstract available     
   "child*" English language     
17 23/11/2016 Academic Search Complete "occupational therap*" AB AND Boolean/phase 89 16 35 25 
  AMED "abuse*" AB AND      
  CINAHL "child*" AB      
  E-Journals       
  H source: N & A       
  Medline com       
  Social work abstracts       
  SocINDEX with full text       
  PsyInfo       
  Psy & behavioural sciences collection       
























18 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 42 9 0 18 
   "neglect*" AND "child*" AB NOT      
   cerebral palsy OR CP OR stroke or 
cerebrovascular accident TX 
     
19 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 153 28 3 82 
   "abuse*" AB AND      
   child* OR infant* OR bab*      
20 23/11/2016 All EBSCO AB "occupational therap*") AND 
(AB "maltreat*") AND (AB (child* 
OR infant* OR bab*)) 
Boolean/phase 8 4 0 3 
21 23/11/2016 All EBSCO "occupational therap*" AB AND Boolean/phase 8 4 0 3 
   "maltreatment" AB AND      
   "child*" AB      




H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
"occupational therap*" AB AND 
"trauma*" AB AND 
 17 4 0 0 
       
24 30/11/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "complex trauma" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
25 30/11/2016 As above "occupational therap*" AB AND  0 0 0 0 
   "developental trauma" AB AND      





























H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
"occupational therap*" AB AND  9 1 2 0 
   post trauma*      
   child* OR infant* OR bab* OR 
toddler* OR newborn 
     
27 30/11/2016 As above "occupational therap*" AB AND  0 0 0 0 
   toxic stress* AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
28 30/11/2016 As above "occupational therap*" AB AND  1 0 0 0 
   "maltreatment" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
29 30/11/2016 As above "occupational therap*" AB AND  21 5 8 3 
   "abuse*" AB AND      
   "infant* OR bab* OR toddler* OR 
newborn 
     
30 30/11/2016 As above "occupational therap*" AB AND  6 2 3 0 
   "shaken*" AB AND      
    child OR infant* OR bab* OR 
toddler* OR newborn 
     
31 30/11/2016 As above "occupational therap*" AB AND  4 0 1 0 
   "neglect*" AB AND      




     



















32 30/11/2016 As above "occupational therap*" AB AND  2 0 0 0 
   "rape*" AB AND      
   child* AND infant* OR bab* OR 
toddler* OR newborn 
     
33 30/11/2016 As above "occupational therap*" AB AND  1 0 1 1 
   incest* AB AND      
   child* OR infant* OR bab* OR 
toddler* OR newborn 
     
34 30/11/2016 30/11/2016 "occupational therap*" AB AND  37 13 5 0 
   substance*      




H Source: N & A 
Medline.com 
Social Work Abstracts 
SocIndex with full text 
PsychInfo 
Psych & behavioural sciences collection 
child* OR infant* OR bab* OR 
toddler* OR newborn 
     
36 19/12/2016 As above "occupational therap*" AB AND Boolean/phase 19 10 4 1 
   "domestic violence" AB AND      
   child* AB      
37 19/12/2016 As above "occupational therap*" AB AND  4 2 2 0 
   "domestic abuse" AB AND      
































38 20/12/2016 EBSCO 




H source: N & A 
Medline com 
Psy articles 
Psy & behavioural sciences collection 
Social work abstracts 
SocINDEX with full text 




"occupational therap*" AB AND Boolean/phase 2 0 1 1 
  "foster care" AB AND      
  "child*" AB      
        
        
        
        
        
        
        
        
        
        
        
        
39 20/12/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "foster child*" AB AND      
40 20/12/2016 As above "occupational therap*" AB AND Boolean/phase 0 0 0 0 
   "out of home care" AB AND      

















30/11/2016 "occupational therapy" OR "occupational 
therapist" AND child* OR infant* OR bab* 
OR toddler* OR newborn AND "complex 
trauma*" 
Exclude patents 
Deakin lib link setting 
Exclude citations 









occupational therap* AND child* OR infant 
OR baby OR toddler OR newborn AND 




Sort by relevance 
Deakin lib link setting 
76 
 
76 0 0 
1/12/2016 
 
occupational therapist OR occupational 


















occupational therapist OR "occupational 
therapy" OR "occupational therapists" work 




Sort by relevance 





























30/11/2016 "occupational therapy" OR "occupational 
therapist" AND child* OR infant* OR bab* 
OR toddler* OR newborn AND "complex 
trauma*" 
Exclude patents 
Deakin lib link setting 
Exclude citations 









occupational therap* AND child* OR infant 
OR baby OR toddler OR newborn AND 




Sort by relevance 
Deakin lib link setting 
76 
 
76 0 0 
1/12/2016 
 
occupational therapist OR occupational 


















occupational therapist OR "occupational 
therapy" OR "occupational therapists" work 




Sort by relevance 












Google Scholar Search Record 
Appendix C 
Extracted Statements for each Theoretical Tenant from each Material 
 
 
Material Number of 
Extracted 



















Atchison and Morkut (2012) 1  2 0 0 3 
Burnell & Vaughan (2012) 0 5 1 0 6 
Champagne (2011) 33 8 4 1 46 
Champagne (2012) 45 10 3 3 61 
Champagne and Koomar (2012) 5 2 0 0 7 
Da Silva (2011) 0 0 2 1 3 
Dini (2016) 2 2 0 0 4 
Harley, Williams, Zamora, and Lakatos (2014) 3 5 2 0 9 
Houdek & Gibson (2017) 0 7 0 0 7 
Holland & May-Benson (2014) 10 6 1 0 17 
Lebel and Champagne (2010) 1 3 0 1 5 
Lloyd (2016) 37 3 2 13 55 
May-Benson & Sawyer (2014) 14 2 0 0 16 
Perry (2014) 1 3 0 0 4 
Petrenchik and Weiss (2015) 13 0 30 3 46 
Sanders, Sears, and Apodaca (2016) 21 13 5 0 39 
Sim (2013) 9 0 0 0 9 
Steele & Malchiodi (2012) 1 3 1 1 6 
Vaughan, McCullough, and Burnell 2016) 1 2 2 1 5 
Warner, Koomar, Lary, and Cook (2013) 27 7 16 4 54 




Extracted Statements for each Theoretical Tenant from each Material 
 
Appendix D 
Survey Plain Language Statement and Consent Form 
Page 1 
 
 Dear Occupational Therapist,   
 You are invited to participate in a research project which is for all Occupational 
Therapists working with children aged 0-12 years in Aotearoa New Zealand or Australia. 
 The first stage of the research involves a survey that will gather information about 1) 
Occupational Therapists’ practice with children aged 0-12 years, and 2) Occupational 
Therapists’ practice with children who have been maltreated and experience complex trauma. 
 The survey has 39 closed questions and two open questions. These should take no longer 
than 15-20 minutes to complete. Completing the survey will be taken as consent to 
participate. 
  There are 4 sections: demographic information, information on training and 
experience, information on everyday practice with children, and information on working with 
children who experience complex trauma following maltreatment. 
Samples of the questions are:   
 What interventions do you mainly use?   
 Have you ever worked with a child who had been maltreated and appeared to be 
experiencingXcomplexXtrauma?   
  While building on previous research about Occupational Therapy practice with 
children, the project aims to provide a starting point for research about Occupational Therapy 
with children who experience complex trauma following maltreatment in Aotearoa New 
Zealand and Australia. The more Occupational Therapists who take part, the more accurate 
the representation of Occupational Therapists’ practice will be. Feel free to forward the 
invite email on to other Occupational Therapists in Aotearoa New Zealand or Australia, 
particularly those who may be interested in taking part but who are not part of the 
professional associations.   
  This survey has been sent to you via OTNZ-WNA or OT Australia Ltd. The 
researcher does not have your personal details. Whether you choose to participate is up to 
you, and you may withdraw your participation at any time.   
Personal Impacts from Participation  
Please note that this survey contains information about child maltreatment and 
complex trauma. If you experience adverse personal impacts from participation you can 
speak to one of the research team about this. If you experience distress that relates to your 
professional role please also seek support from your OT or workplace supervisor. If you 
would prefer to seek the support of a counsellor or mental health service independently you 
can use the information below.   
  Free short term support in Australia.   
             Lifeline Australia  
24 hour free phone counselling  
Ph: 13 11 14  
www.lifeline.org.au   
 Blue Knot Foundation   
helpline Mon – Sun, 9am - 5pm  
1300 657380  
www.blueknot.org.au  
Information on accessing counselling and mental health services in Australia.  
Beyondblue   
24 hour mental health information and advice   
13 22 46 36  
https://www.beyondblue.org.au/get-support/find-a-professional   
  Free short term support in Aotearoa New Zealand.    
Lifeline Aotearoa  
24 hour free phone counselling  
09 522 2999 (within Auckland)  
0800 543 354 (outside Auckland)  
www.lifeline.org.nz  
 Information on accessing counselling and support services in New Zealand:  
Mental Health Foundation of New Zealand  
www.mentalhealth.org.nz/get-help/in-crisis/find-a-gp-or-counsellor/  
 Voluntary Interview  
At the end of the survey, you will be invited to participate in a Skype interview. If you 
are interested and have worked with children who have been maltreated and were 
experiencing complex trauma you will be asked to provide your email address to Julia 
Mason. Julia will contact you with further information about the interviews. If selected you 
will have time to consider if you would like to be interviewed.   
 Data Storage  
The survey is anonymous for respondents who do not provide their email address to 
be interviewed. For those who provide their email address to be contacted for an interview 
your information will be kept confidential. Your email address will be removed from the 
survey; stored securely; and deleted as soon as your involvement with the project is finished. 
Email addresses of those who would like to be sent a summary of the research results via 
email will be stored securely and deleted as soon as the results are provided. All survey data 
will be stored securely within the Deakin University network for 5 years. This is in 
compliance with the Australian Code of Responsible Conduct of Research and the Deakin 
University Research Conduct Policy.   
 Reporting Results  
Updates on the research will be released on the study website which can be 
accessed here or using the link at the end of the survey. You can subscribe to the blog’s RSS 
feed to receive email notifications when new content is added. Participants are invited to 
email Julia Mason if they would like to receive a summary of the research results via email. 
Findings will be disseminated in peer reviewed journals and conference proceedings. No 
identifying data will be reported.   
 Thank you for your time and consideration.    
Complaints  
If you have any complaints about any aspect of the project, the way it is being conducted or 
any questions about your rights as a research participant, then you may contact:     
The Manager 
Ethics and Biosafety, Deakin University 
221 Burwood Highway, Burwood Victoria 3125 
Telephone: +61 9251 7129 
research-ethics@deakin.edu.au   
Please quote project number [2016-133].   
 If you have any queries or wish to withdraw your participation you can contact the 
researcher or research supervisor using the contact details below.    
  
Researcher 
Julia Mason   
maju@deakin.edu.au 
649220482897     








The term Aboriginal is used to refer to both Aboriginal and Torres Strait Islander peoples 
in this survey. This aligns with the definition used by National Aboriginal Community 









Other gender identification 
 
What year were you born? 
 
 
What ethnic group do you belong to? 









Other, such as Japanese, Dutch, Samoan (please state)  
Training and Experience 
What is your highest level of qualification?  
Bachelor degree in Occupational Therapy 
Masters in Occupational Therapy (entry level ) 
Masters in Occupational Therapy (course work or research) 
Doctoral degree in Occupational Therapy 
Certificate or diploma in Occupational Therapy 
Graduate certificate in Occupational Therapy 
Graduate diploma in Occupational Therapy 
Enrolled in graduate certificate in Occupational Therapy 
Enrolled in graduate diploma in Occupational Therapy 
Enrolled in masters in Occupational Therapy by course work/research 
Enrolled in doctoral degree in Occupational Therapy 
 
What year did you graduate?    
 
 
What other training do you have? Tick all that apply  
Assessment of Motor and Process Skills certification 
Neurodevelopmental Therapy/ Bobath trained 
Sensory Integration certification 
Diploma in Conductive Education 
Play therapy certification 
Certification in complementary therapy (e.g. aromatherapy, massage, yoga) 
Certification in expressive therapy (e.g. dance therapy, sandtray) 
Certificate IV in Aboriginal and/or Torres Strait Islander Primary Health Care 
Aboriginal traditional healing 
Rongoa Maori (e.g. rakau rongoa, mirimiri, karakia, whitiwhiti korero) 
Other (please specify)  
 
Years of experience working with children as an Occupational Therapist:    
 
 
General Practice with Children 















What settings do you work in? Tick all that apply 
Community 
Hospital 
Private practice or self employed 
Educational setting/system 
Rehabilitation center 
Primary Health Organization 
Marae 
Maori health provider 
Aboriginal health provider 
Other (please specify)  
 
How many hours a week do you work?    
 
 
How many clients are on your caseload?   
 
 
How is your service funded?  Tick all that apply 
Accident Compensation Corporation (ACC) 
Ministry of Health (MOH) 
Ministry of Education (MOE) 
Ministry of Social Development- WINZ 
Ministry of Social Development- CYFS 
Ministry of Social Development- High & Complex Needs Unit 
Ministry of Justice 
Transport Accident Commission (TAC) 
Access to Allied Psychological Services 
Better Access to Mental Health (Better Access) 
Better Start for Children with Disability 
Chronic Disease Management Plan 
Enhanced Primary Care 
Medicare 
National Disability Insurance Scheme 
Community (e.g. charity or trust) 
Client funded/private insurance 
Other (please specify)  
What age children do you work with? Tick all that apply  
Infants (0 - 6 months) 
Toddlers (6 months – 2 years) 
Preschoolers (2 – 5 years) 
School-age (5 – 12 years) 
 




Please estimate the percentage of children accessing your practice who identify as Maori 




Please estimate the percentage of children accessing your practice who identify as Aboriginal 





Acute medical condition 
Rehabilitation requirements 
Mental health challenges 
Premature birth 
Abuse and/or neglect 
Disruption in care giving 
Intrauterine insult 
Family, spiritual, or social challenges 
Economic challenges 
Separation from or dispossession of land 
Other (please specify)  
How are children referred? Tick all that apply  
Allied health professional 
Family 
School 




Maori health provider 
Aboriginal health provider 
Community group 
Other (please specify)  
 






More than 12 months 
 






18 months-2 years 
More than 2 years 












Model of Human 
Occupation 
(MOHO)  






































Model (DMM) of 
Attachment 
 






























































Praxis Tests  
DeGangi-Berk 







Test of Visual 
Perceptual Skills  
Miller Assessment 
for Preschoolers  
Alberta Infant 
Motor Scale  
Movement ABC 
 












Motor and Process 





























Oseretsky Test of 













































Draw a Person 
Test 
 





























in a clinic  
Sensory Integration 






































































































What format do you offer Occupational Therapy in?  Tick all that apply  
Individual child sessions 
Child-caregiver sessions (1 caregiver) 
Child-sibling sessions (1 sibling) 
Family sessions (child and more than 1 other family member) 
Group sessions 
Other (please specify)  
How do you use play in practice? Tick all that apply  
I do not use play in practice 
As an engagement tool 
To assess a child's development 
To assess a child's play ability 
To achieve a non-play goal 
To build play skills 
As a reward 
 
Thinking about the different ways of using play in practice, what percentage of children 
would you apply each of these with? 
 




Working with Children who Experience Complex Trauma 
What is ‘complex trauma’?  
Complex trauma refers to a child’s exposure to multiple traumatic events or circumstances  
and the broad impact this can have on their development and occupational performance.  
While complex trauma can take place in a range of circumstances, child maltreatment (i.e.  
physical, sexual and emotional abuse, witnessing family violence or neglect) is the focus of  
this study. The case vignette below illustrates how complex trauma following maltreatment  
may present in OT practice.  
‘Lyndon’  
Lyndon is a 4 year old boy who has been referred to OT due to poor fine motor skill  
development. He was placed in long-term foster care at 3 weeks of age and lives with his  
foster parents and two siblings who are aged 8 and 12 years. He is a treasured member of  
his foster family. Lyndon was slow to meet his developmental milestones, crawling at age 14  
months and walking at 2 years old. He is currently working towards toilet training and  
dressing himself. Lyndon has violent outbursts. His foster Mum thinks this is related to his  
frustration at not being able to complete simple tasks. Lyndon attends preschool where he  
enjoys playing outside in the sandpit and water play. He prefers not to play indoors and  
appears to find this environment quite overwhelming. At home he loves reading with his  
Mum and playing with his cars.  
 
Have you ever worked with a child who had been maltreated and appeared to be  




Did you address occupational issues related to complex trauma, other occupational issues, or 
both?  
Occupational issues related to complex trauma 
Other occupational issues 
Both 
What theoretical approaches did you use? Please list 
 
 What assessments did you use? Please list 
 




Have ever worked with a child who identified as Maori or Aboriginal, had been  




How did you practice differently than you would have if working with a child who did not 
identify as Maori or Aboriginal? 
 












What type of training would benefit Occupational Therapists working with complex  
trauma following maltreatment?  
 
What type of professional support would benefit Occupational Therapists working with 
complex trauma following maltreatment?  
 
What type of personal support would benefit Occupational Therapists working with complex 
trauma following maltreatment?  
 
If you have worked with children experiencing complex trauma following maltreatment 
would you be open to taking part in an interview about your experiences?  
Yes 
No 
Please provide your email address    
 
Please confirm your email address  
 
Appendix F 
Changes to Survey after Cultural Consultation 
Consultation with Tirritpa Ritchie 
Use of the term ‘Aboriginal’. 
The terms Indigenous Australian and Torres Strait Islander were exchanged for 
‘Aboriginal’, aligned with the definition set out by the National Aboriginal Community 
Controller Health Organization ([NACCHO], 2016). That the term ‘Aboriginal’ would be 
used was explained at the beginning of the survey, with a link to the full definition.  
Changes to questions. 
Question three       
 Exchanged Indigenous Australian and Torres Strait Islander for Aboriginal. 
Consultation with Suaree Borreal 
Changes to questions 
Question one       
 The option to select ‘other gender identification’ was queried. The researcher 
proceeded to use this option to be inclusive of gender diverse persons.  
Question two       
 It was suggested that the participant’s date of birth, rather than age was requested. 
The researcher amended this question to ask for the participant’s year of birth.  
Question three 
 It was suggested to ask for the participant’s ethnicity, rather than their culture. It was 
also suggested to align the options provided with the New Zealand census. These 
amendments were made.  
 
 
Question eight      
  It was suggested to request the postcode of the participant’s workplace to create 
more leverage on the precise location. This amendment was made. 
Question ten        
It was suggested to find out if there were any Maori service providers which 
contracted OTs. As the researcher was not aware of any OTs who contracted to Maori or 
Aboriginal health service providers, these options were included as a possible answers. It was 
also suggested to add community/marae as an option. This amendment was made with the 
option of ‘marae’ added.  
Question 13       
 It was suggested to change the options from being generic, e.g. ‘government’, 
‘private’, to actual contract holders, e.g. Accident Claim Compensation, Ministry of Health. 
This amendment was made.   
Question 14  
It was suggested to try to ‘count’ children as counted by the government in Aotearoa 
New Zealand, for example in the Well Child service. The researcher explored this at length 
but was not able to find out from Well Child how children are exactly counted by the service. 
No amendment was made.  
Question 21        
It was suggested to expand one day to one year, to the number of months children 
might be seen. This amendment was made, with options added for usual time frame of one to 




Question 22        
It was suggested that it would be better to rather look at the indicators of the use of 
Maori models of practice, rather than whether Maori models were used. This amendment was 
not made as the researcher felt this was beyond the scope of the survey.  
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 Interview Plain Language Statement and Consent Form 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Prospective interviewee  
 
Interview Plain Language Statement and Consent Form 
Date:  
Full Project Title: How Occupational Therapists in Aotearoa New Zealand and Australia 
address complex trauma following maltreatment within their practice with children aged 0-
12 years.  
Principal Researcher: Judi Parson 
Student Researcher: Julia Mason  
Associate Researcher(s): Karen Stagnitti and Danielle Hitch 
 
 
Dear Occupational Therapist,  
You are invited to be interviewed as part of a research project about how Occupational 
Therapists in Aotearoa New Zealand and Australia address complex trauma following 
maltreatment within their practice with children aged 0-12 years. The purpose of the 
interviews is to gain an in-depth understanding of Occupational Therapy practice with 
children who experience complex trauma following maltreatment and the clinical reasoning 
Occupational Therapists use.  
Individual interviews will take place over Skype at a time convenient for you and will be 
between 30 and 60 minutes. If you do not have Skype the researcher can help you with 
getting access to this. There will be three open-ended questions. These are: 
 Tell me about your experience working with children who experience complex 
trauma following maltreatment.  
 Can you describe to me in as much detail as possible a situation in which you worked 
with a child aged between 0-12 years who was experiencing complex trauma 
following maltreatment? 
 Can you explain to me in as much detail as possible the clinical reasoning which 
guided your practice? 
Further questions about what you have already said may also be asked. You will be 
contacted by the researcher twice after the interview: once to check that your interview has 
been transcribed accurately and once to check that the analysis of the interviews reflects 
your personal experience.  
Plain Language Statement & Consent Form to prospective interviewee  
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Participation is voluntary. If you are open to being interviewed please email or text message 
Julia Mason to indicate this. We will only interview a small number of Occupational 
Therapists. If you indicate you would like to be interviewed you will receive an email in the 
next month to let you know whether your time is required.  
If confirmed as an interviewee you will be asked to sign, scan, and return by email the 
consent form that follows. You may withdraw your consent at any time by emailing or 
speaking to one of the research team.  
Personal Impacts from Participation 
Please note that being interviewed will involve talking about practice with child 
maltreatment and complex trauma. If you experience adverse personal impacts from 
participation please contact Lifeline 24 hour free phone counselling services. The phone 
numbers for these services are below.   
Lifeline Aotearoa: 09 522 2999 (within Auckland)  
       0800 543 354 (outside Auckland) 
Lifeline Australia: 13 11 14 
Data Collection and Management 
The interviews will be digitally audio and video recorded using Skype. The recording will be 
deleted directly after the interview is transcribed. If you do not wish to have the interview 
recorded please notify the researcher prior to the interview. Interview transcripts will leave 
out all identifying information and your name will be replaced by a code. Identifying 
information used to make contact with you will be stored separately from the transcripts 
and destroyed directly after we check the analysed data with you.  
Reporting Results 
Participants are invited to contact the researchers if they would like to receive a summary of 
the results. The findings will also be disseminated in peer reviewed journals and conference 
proceedings. No identifying data will be reported.  
Thank you for your time and consideration. 
 
Complaints 
If you have any complaints about any aspect of the project, the way it is being conducted or 
any questions about your rights as a research participant, then you may contact:   
 
The Manager, Ethics and Biosafety, Deakin University, 221 Burwood Highway, Burwood 
Victoria 3125, Telephone: +61 9251 7129, research-ethics@deakin.edu.au 
 
Please quote project number [201X-XXX]. 
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If you require further information, wish to withdraw your participation, or have any concerns 
regarding this research, you can contact the researcher or research supervisor using the 
contact details below.  
 
 
Researcher      Research Supervisor 
Julia Mason      Judi Parson 
maju@deakin.edu.au     judi.parson@deakin.edu.au 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 




Full Project Title: How Occupational Therapists in Aotearoa New Zealand and Australia 
address complex trauma following maltreatment within their practice with children aged 0-




I have read and I understand the Plain Language Statement that was provided to me. 
I freely agree to participate in this project according to the conditions in the Plain Language 
Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal my identity and personal details, including where 
information about this project is published, or presented in any public form.   
I consent to a digital audio and video recording being taken of this interview with the 
understanding that the recording will be destroyed directly after the interview is transcribed.  
I consent to the researcher contacting me by email after the interview to check the accuracy 
of the interview transcript and to check that the analysis of the interviews reflects my 
personal experience.  
 
Participant’s Name (printed) …………………………………………………………………… 











This checklist has been created in order to protect members from the misuse of information that may 
be gathered from them and to ensure that requests for participation in research are of a sufficiently 
high standard to justify the intrusion on therapists’ time. We also hope that consideration of the 
questions below assists the development of your research project.   
1. Has formal ethical approval previously been sought for this project? Yes/ No   
2. Has formal ethical approval previously been given for this project? Yes/ No   
 
If yes, please provide details of the granting ethics committee, organisation and ethical approval 
number. 
If No, please explain in 1-3 sentences why ethical approval is not required*. 
Note. *Audits and observational studies (e.g., most surveys) do not usually require formal ethical 
approval because participants are merely being ‘observed’ i.e., asked their opinion and the likelihood 
of harm from completing the survey is very low. You may find information on the National Ethics 
Advisory Committee website http://www.neac.health.govt.nz/ useful in determining if ethical 
approval is relevant to your research and in wording a brief explanation of why ethical approval is not 
required for your study.  Formal ethical approval is not compulsory to circulate research with OTNZ-
WNA but it helps to inform our decision 
Regardless of whether or not approval has been granted by another ethics committee we need the 
following information about your project to decide if it is appropriate to circulate to our members. 
Answer each question in full sentences (e.g., the aim of this research is…) so that your responses form 
a brief coherent paragraph describing the project.  This paragraph will be included at the start of the 
email invitation to members to participate in your research if OTNZ-WNA agrees to circulate it. 
3. What is the aim of your research? What is the overall question that you hope to answer from 
the information you gain from OTNZ-WNA members? (1 sentence) A question that includes all 
the relevant PICO elements (Population/participant; Intervention or Issue; Comparison/ 
Control group; Outcome of interest) provides sufficient.  Information to ethics reviewers and 
members for the purposes of this committee.  For example: 
a.  How empathetic (O) do people with head injury (P) perceive health professionals are 
during home visits (I)?  
b. Is aromatherapy (I) more effective than usual care occupational therapy (C) to 
improve sleep (O) for older adults with dementia (P)?  
4. What is the research about? Give a one to two sentence summary indicating the kind of 
information being sought. In particular, make any potential risks to respondents clear (e.g., 
potential sensitivity of questions). 
5. What will the information be used for? (e.g., postgraduate study, publication, marketing, 
recruitment, other). 
Occupational Therapy New Zealand Whakaora Ngangahau 
Aotearoa (OTNZ-WNA) 
Ethical Considerations Checklist 
For requests to circulate research to members 
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6. How will the research project directly benefit OTNZ-WNA members? (1-2 sentences describing 
how the information gathered will be useful to members and if there are any incentives to 
participate such as payment, prize draws or donations to the OTNZ-WNA Research Fund. 
Benefits to members may also be indirect e.g., benefiting their clients, potential clients, 
employers or other members of New Zealand society with a connection to therapists) 
7. How and when will members be informed of the findings of the research? (1-2 sentences 
stating how findings will be circulated e.g., a summary of findings published in Insight (the 
OTNZ-WNA members magazine). 
8. How long do you estimate participation in your research will take each member? 
9. What method are you using to gather information (e.g., online/paper survey, open/closed 
questions)? 
10. What is the nature of the questions? (e.g., demographic information, personal opinion, 
professional experience).  (1-2 sentences so members can judge how much disclosure is 
expected of them). 
11. Will members be identifiable to you through their response to your research? Yes/No. Consider 
that members will be identifiable if online survey tools gather their email addresses 
automatically. If using an online survey you need to check and specify if this function is turned 
off or on.  They may also be identifiable if you have requested contact details or specific 
information about their place of work, employer etc.  If identifiable by you, state how they 
will be identifiable (1 sentence) and what steps will be taken to protect their privacy (e.g., de-
identified storage of data, use of password protected computers, locked filing cabinets). 
Research which requires members to specifically identify others will be declined circulation.  
State who will have access to the data (e.g., who the other members of the research team 
are). 
 
Please send your requests for OTNZ-WNA input to otnz@otnz.co.nz  
OTNZ-WNA office use only 
 OTNZ-WNA members will be able to make an informed judgement about the benefits of the 
research before agreeing to participate.  
 The survey directly benefits OTNZ-WNA members, or their clients. 
 Members will be informed about the study findings. 
 Questions are unlikely to cause members harm, beyond the risks of everyday living 
 Members will not be personally identifiable through their responses or members’ identity will 
not be identifiable beyond the research team. 
 Members will not be asked to identify others. 
 
 All of the above items are ticked, therefore the research invitation will be circulated to OTNZ-
WNA members. 
 Not all of the above items are ticked, therefore this research circulation request will be returned 




No problems, we can put this on hold. I have cc’d Emily in this message so she is aware not to 
proceed until you have approval 






Executive Assistant to CEO 
Occupational Therapy Australia  
6|340 Gore Street | FITZROY | VIC | 3065 
T (03) 9415 2900  |  F  (03) 9416 1421 
E  exec@otaus.com.au   |  W  www.otaus.com.au 
  
  
This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom 
they are addressed.  If you are not the intended recipient, please delete it and notify the sender.  Views expressed in this 
message and any attachments are those of the individual sender and are not necessarily the views of Occupational Therapy 
Australia Limited.  This footnote also confirms that this email message has been virus scanned and although no computer 
viruses were detected, Occupational Therapy Australia Limited accepts no liability for any consequential damage resulting from 
email containing computer viruses. 
 
Please think of our environment and only print this e-mail if necessary. 
  
From: Julia Mason [mailto:juliamason@windowslive.com]  
Sent: Friday, 4 November 2016 11:12 AM 
To: Sandra Malbourne <exec@otaus.com.au> 
Subject: Re: invite to support research 
  
Hi Sandra,  
  
Thank you for your response. Now that I have confirmed that OT Australia is able to assist 
with distributing the research I am able to pass my ethics application back through Deakin 
University for approval. Would it be possible to hold of publishing the summary until I have 
this approval? 
  





From: Sandra Malbourne <exec@otaus.com.au> 
Sent: Thursday, 3 November 2016 5:58 a.m. 
To: juliamason@windowslive.com 




Thank you for your email. We will be publishing a brief summary of your project in our E-News with a 
link to the survey. 





Occupational Therapy Australia Evidence of Support to Disseminate Survey
Sandra Malbourne 
Executive Assistant to CEO 
Occupational Therapy Australia  
6|340 Gore Street | FITZROY | VIC | 3065 
T (03) 9415 2900  |  F  (03) 9416 1421 
E  exec@otaus.com.au   |  W  www.otaus.com.au 
  
  
This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom 
they are addressed.  If you are not the intended recipient, please delete it and notify the sender.  Views expressed in this 
message and any attachments are those of the individual sender and are not necessarily the views of Occupational Therapy 
Australia Limited.  This footnote also confirms that this email message has been virus scanned and although no computer 
viruses were detected, Occupational Therapy Australia Limited accepts no liability for any consequential damage resulting from 
email containing computer viruses. 
 







CRICOS Provider Code: 00113B 
  Human Ethics Advisory Group, Faculty of Health,  
 Melbourne Burwood Campus, 221 Burwood Highway, Burwood, VIC 3125 
 Tel 03 9251 7174,  email health-ethics@deakin.edu.au  www.deakin.edu.au 
 
 
To: Judi Parson 
School of Health and Social Development 
From: Secretary – HEAG-H  
Faculty of Health 
CC: Julia Mason, Karen Stagnitti, Danielle Hitch 
Date: 16 November 2016 
Re: HEAG-H 133_2016: How Occupational Therapists in Aotearoa New Zealand 
and Australia address complex trauma following maltreatment within their 
practice with children aged 0-12 years.  
 
 
Approval has been given for Judi Parson, of the School of Health and Social Development, to 
undertake this project for a period of 2 years from 16 November, 2016.  The project has been given 
approval as it meets the requirements of the National Statement on Ethical Conduct in Human 
Research (2007). The current end date for this project is 16 November, 2018.   
 
The approval given by the Deakin University HEAG - H is given only for the project and for the period 
as stated in the approval.  It is your responsibility to contact the Secretary immediately should any of 
the following occur: 
• Serious or unexpected adverse effects on the participants 
• Any proposed changes in the protocol, including extensions of time 
• Any events which might affect the continuing ethical acceptability of the project 
• The project is discontinued before the expected date of completion 
• Modifications that have been requested by other Human Research Ethics Committees 
 
In addition you will be required to report on the progress of your project at least once every year 
and at the conclusion of the project.   Failure to report as required will result in suspension of your 
approval to proceed with the project. 
 
An Annual Project Report Form can be found at:  
http://www.deakin.edu.au/hmnbs/research/ethics/ethicssubmissionprocess.php 
This should be completed and returned to the Administrative Officer to the HEAG-H, Pro-Vice 
Chancellor’s office, Faculty of Health, Burwood campus by Tuesday 15th November, 2016 and when 
the project is completed. HEAG-H may need to audit this project as part of the requirements for 
monitoring set out in the National Statement on Ethical Conduct in Human Research (2007).   
 
Good luck with the project! 
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Occupational Therapy and complex trauma 
methods for an upcoming study
Julia Mason BHSc (OT)1,
Dr Judi Parson GradDipNsg, BNsg, MHSc (Nsg), MA, PhD 2,
Prof Karen Stagnitti BOT, PhD, GradCertEd (HigherEd)3,
Dr Danielle Hitch BOT, MSc, MA, PhD4
1Masters of Applied Science (by research) student, School of Health and Social Development, Deakin University; ,
2Lecturer in mental health, School of Health and Social Development, Deakin University; ,
3Associate Head of School (research), School of Health and Social Development, Deakin University; ,
4Senior Lecturer in Occupational Therapy, School of Health and Social Development, Deakin University; 
Background
Thousands of children in Aotearoa New
Zealand and Australia are maltreated each
year and may experience complex trauma.
Complex trauma
"The term complex trauma describes both
children’s exposure to multiple traumatic
events, often of an invasive, interpersonal
nature, and the wide-ranging, long-term im-
pact of this exposure. These events are se-
vere and pervasive, such as abuse or pro-
found neglect. They usually begin early in
life and can disrupt many aspects of the
child’s development and the very formation
of a self." (National Child Traumatic Stress
Network, 2016).
Developmental difficulties may involve:
Communication (Holmes, Stokes, & Gath-
right, 2014)Gross motor coordination (Hyter,
2012)
Handwriting (Hyter, 2012)
State regulation (Cook et al., 2005)
Sensory processing (Bhreathnach, 2016)
Varied, imaginative play (Terr, 1983)
Peer relationships (Streeck-Fischer & van
der Kolk, 2000)
Family relationships (Cook et al., 2005)
Internationally, Occupational Therapists
(OTs) are part of multidisciplinary teams
(MDTs) addressing complex trauma and are
contributing to intervention using sensory
approaches.
How OTs in Aotearoa New Zealand and
Australia are contributing to intervention has
not yet been described, and research is re-
quired to support and develop the role local-
ly.
OTs contribution to intervention internation-
ally:
Aim
To present the design for a study about how
OTs in Aotearoa New Zealand and Australia
contribute to intervention for complex trau-
ma with children aged 0-12 years who have
been maltreated.
Methods
A mixed-methods design which combines
descriptive statistics and descriptive phe-
nomenology is here presented.
Results
First an Integrating Theory Evidence and
Action (ITEA) review (Hitch, Pepin, & Stag-
nitti, 2014) will be completed. Evidence will
be assessed for it's rigour and alignment
with the Person Environment Occupation
(PEO) model and the Model of Human Oc-
cupation (MOHO).
study design
An online survey will then be distributed
to OTs working with children aged 0-12 in
Aotearoa New Zealand or Australia. The
survey will include 36 closed and 4 open
questions related to OTs:
● demographic information
● training and experience
● practice
● perceived preparedness for working
with complex trauma
● desired practice supports
Survey data will be analysed using descrip-
tive statistics and by text analysis.
Lastly semi-structured interviews will be
conducted with 3-7 survey respondents
about their experiences of working with chil-
dren who experienced complex trauma after
maltreatment.
Interview data will be analysed using
Colaizzi’s seven stages for the analysis of
descriptive phenomenological data.
For the analysis to be firmly grounded in the
OT paradigm, data will be further examined
through the constructs of the PEO and MO-
HO, and synthesised using a fusion of the
two models.
Implications for research and practice will
then be defined.
data will be further examined and synthesized using
the PEO and MOHO
Conclusion
With a design capable of:
● evaluating the status of OTs practice
with complex trauma after maltreat-
ment, and
● capturing the details of OTs practice ex-
periences
this study may provide a broad foundation
for this new area of research.
OTs working with children aged 0-12 in
Aotearoa New Zealand or Autralia are invit-
ed to participate in the study which will run
2016-2018.
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